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HIGHLY EFFECTIVE CYCLIC THERAP 


In gynecological disorders amenable to progestational therapy, clinical 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 
after estrogen priming—will induce “...a prompt temperature rise and 
withdrawal bleeding 24-72 hours after medication is stopped.” 


CASE SUMMARY* Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 
Using ethisterone, similar results were unobtainable in this patient. 


INDICATIONS FOR NORLUTIN: Conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 


REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, R.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956, . 
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why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 


retics this was practically never a problem. 


Why revive the subject now? Because 
clinical experience with nonmercurial diuretics indicates most of them have such a 


specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 


a problem when NEOHYDRIN® is the oral diuretic. And there is no refractoriness to this 


effective oral organomercurial. 


Vor. 85, 1958 


: 
: 
} 
5 


OFFICERS OF THE MEDICAL SOCIETY OF VIRGINIA 
1957-1958 


President—Harry C. Bates, Jr., M.D., Arlington 
President-Elect—Watter P. Apams, M.D., Norfolk 
Vice-Presidents—J. R. B. Hutcuinson, M.D., Arlington 


Hotcomse H. Hurt, M.D., Lynchburg 
C. C. Hatrietp, M.D., Saltville 


Executive Secretary-Treasurer—Ropert I. Howarp, Richmond 
Speaker of House of Delegates—Joun T. T. Hunptey, M.D., Lynchburg 


Vice-Speaker—FLETCHER J. WRriGHT, JR., M.D., Petersburg 


COUNCILORS 


SHEPPARD K. Ames, M.D., Cape Charles ALEXANDER McCaustanp, M.D., Roanoke 
Kart K. Wattace, M.D., Norfolk Harotp W. M.D., Woodstock 
BEenJAMIN W. Raw ies, Jr., M.D., Richmond Daviw W. Scott, Jr., M.D., Fredericksburg 
FLETCHER J. WricuHT, Jr., M.D., Petersburg JaMes P. WituiaMs, M.D., Richlands 
Louis P. Battey, M.D., Nathalie Jacop D. Zytman, M.D., Falls Church 


Delegates to American Medical Association Alternates 


Vincent W. Arcuer, M.D., Charlottesville Rurus Brittain, M.D., Tazewell 
ALLEN Barker, M.D., Roanoke Russe_t Buxton, M.D., Newport News 
W. Linwoop BALL, M.D., Richmond Ne son, M.D., Richmond 


B-200 


“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamute 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
bottles of 60 and 500. 


Also available as No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobomate bottles of 60 and 500. 


in each tablet). 


AYERST LABORATORIES ° New York 16, New York . Montreal, Canada 


**Premorin®"’ conjugoted estrogens (equine) Meprobomate licensed under U.S. Pot. No. 2,724,720 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for ACHROcIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Qederie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


multifarious sequelae 


TABLETS (sugar coated) 


Each Tablet contains: 


ACHROMYCIN® Tetracycline 


Phenacetin 
Caffeine 
Salicylamide 
Chlorothen Citrate 


Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCI 
Phenacetin 
Salicylamide 
Ascorbic Acid (C) 
Pyrilamine Maleate 
Methylparaben 
Propylparaben 


Bottle of 4 oz. 


125 mg. 
120 mg. 
30 mg. 
150 mg. 
25 mg. 


125 mg. 
120 mg. 
150 mg. 
25 mg. 
15 mg. 
4 mg. 

1 mg. 
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Floraquin° 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs* in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Déderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports? consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 
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Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. 157:126 
(Jan. 8) 1955. 


2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 
3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 51:1494 (June 15) 1956. 


FOR FLAGELLATE AND FUNGAL VAGINITIS 
_ 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 
* * 
COSA- TETRASTATIN COSA- TETRACYDIN 
glucosamine potentiated tetracycline with nystatin glucosamine potentiated tetracycline-analgesic- 
antibacterial plus added protection against antihistamine compound 
monilial superinfection For relief of symptoms and malaise of the common 
end cold and prevention of secondary complications 


(with 250,000 u. nystatin) CAPSULES (black and orange) Ea. capsule contains: 
CRAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffeine 


Tetracyn, (with 125,000 u. nystatin), 2 0z. bottle 30 mg. «. salicylamide 150 mg. . buclizine HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. 
& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 


Proven in research 


" 1. Highest tetracycline serum levels 

2. Most consistently elevated serum levels 

3. Safe, physiologic potentiation (with a natural human metabolite) 
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; 4. More rapid clinical response 
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5. Unexcelled toleration 


Pfizer) Science for the world’s well-being 
PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York * Trademark 
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New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


Fach nugget contamns 


There’s nothing easier to give 

or take- 
A real treat... 

the children’s favorite... 

tops with adults, too. 


ATOR! 
WAclie WHITE LABORATORIES, INC, 
KENILWORTH, N. J. 


Bese: One Nugget per day 
Supolied Boxes of 30-one 
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/ 4 Vitamin A................$,000 Units® 
Wa Vitamin Me. 
Vitamin 8-12 Activity.....3 meg. 
Nicotinamide 20 mg 
month's supply 
Boxes of 90—three 
months’ supply or 
family package. 
13 


Improve appetite and energy 
with ample amounts of vitamins —B,, B,, By. 


strengthen bodies with needed protein 
Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional enemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and B,.. 


Average dosage is 1 teaspoonfu! daily. Available in botties cf 4 and 16 fi. oz. 


delicious 
cherry flavor— 
aftertaste Ferric Pyrophosphate) 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
*Reg. U. S. Pat. Off. 
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“Lysine-Vitamins 
WITH IRON SYRUP 
300 mg. 
26 mcgm 
10 mg. 
. Bmg. 
260 mg. 
30 mg. 
. 35 Gm. 


“to Toke some of Yow own medicune |” 


On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylocaine 
Ointment for yourself. 


Just write “Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


HE Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


\ 


XY LOCAINE’ OINTMENT 


(brand of lidocaine*) 
2.5% & 5% 
SURFACE ANESTHETIC 


| ste 
POR 
_ *U.S. Pat. No. 2,441,498 Made in U.S.A. 
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ARTHRITIS... 
GOUT? 


BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 

‘Benemid’ is firmly established 

as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 

excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 


RECOMMENDED DOSAGE: 0.25 Gm. 

(44 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses, 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


BENEMID is a trade-mark of Merck & Co., Inc. 
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Aluscop 


CAPSULES 
ANTICHOLINERGIC + ANTISECRETORY + ANTI-ENZYME + ANTACID 


Aluscop capsules, a unique preparation 
equally as effective as the liquid form, pro- 
vide rapid and prolonged relief of pain, dis- 
comfort and dysfunction in the management 
of peptic ulcer, hyperacidity, gastro-intestinal 
spasm or hyperirritability. 


Aluscop TREATS THE ENTIRE 
DYSPEPTIC SYNDROME 


e Methscopolamine nitrate —the 
most potent antisecretory agent—35 times 
that of atropine sulfate, inhibits gastric acid 
secretion and acts as a “medical splint” 
through its visceral antispasmodic action. 


Dihydroxy aluminum aminoac- 
etate and magnesium hydroxide 
—two of the most effective antacids—exert 
dual action without constipating effect. 


Sodium lauryl! sulfate—a pepsin in- 
activator—minimizes pepsin erosion and 
further destruction of tissue to hasten 
healing of lesions. 


Composition: 1 tablesp ful (15 cc.) of suspen- 
sion or 2 capsules contain: methscopolamine nitrate 
2.5 mg., dihydroxy aluminum aminoacetate 900 mg., 
magnesium hydroxide 75 mg., and sodium lauryl 
sulfate 40 mg. 


Dosage: 1 tablespoonful or 2 capsules after each 
meal and at bedtime, as required. 


Supplied: Bottles of 100 capsules and 12 oz. of 
suspension. 


Lloyd, Dabney & Westerfield, Inc. 


Cincinnati, Ohio 
Fine Pharmaceuticals Since 1894 


VoL. 85, OcToBEeR, 1958 


4 
\ 
\ 
\ 
| 
7 
17 


Please use this coupon for ordering: 


eee 


Medical Department 

Corn Products Refining Company 
17 Battery Place 

New York 4, New York 


Please send me a free copy of your latest refer- 
ence book, “Unsaturated Fats and Serum 
Cholesterol.” 


NAME. 


ADDRESS 


CITY. ZONE STATE. 


Technical Pamphlet, “Facts about MAZOLA Corn Oil,” 
also available. Provides technical information on chemi- 
cal and physical properties. Check here if you wish a 
copy of this pamphlet... CJ 


ee 
PRODUCTS REFINING COMPANY 


“Unsaturated Fats 


and 


Serum Cholesterol’’ 


A review of the latest concepts and 
results of current research 


This new book contains the most up-to-date 
bibliography of current research on: 1. The 
origin and behavior of cholesterol in the human 
body; 2. The effect of different dietary fats on 
serum cholesterol levels; 3. The nature of the 
active components in vegetable oils; and 4. Sug- 
gestions for practical diets. 

Now ready for distribution to Physicians by 
the makers of MAZOLA Corn Oil, this book 
supplements the 1957 monograph, ‘Vegetable 
Oils in Nutrition’’ and provides a broader cover- 
age of this important subject. 


As a regular part of daily meals 
MAZOLA® CORN OIL 
can be used for 

control of Serum Cholesterol levels 
MAZOLA CORN OIL...the only leading oil 
made from golden corn, is rich in the important 
unsaturated fatty acids—When an adequate 
amount of Mazola is part of the daily meals, 


elevated serum cholesterol levels tend to be 
lowered . . . normal levels tend to stay level... 


MAZOLA CORN OIL is a natural food, and 
cholesterol free, can easily be included as part 
of the every day meals... simply and without 
seriously disturbing the patient’s usual eating 
habits...in salads, baking and other cooking 
processes. 


Each TABLESPOONFUL of 


MAZOLA 
Provides approximately : 
LINOLEIC ACID.............. 7.4 Gm. 
Natural tocopherols 15.0 mg. 
Cholesterol........... 
Weight........ 14 Gm. Calories...... 126 


Total unsaturated Fatty Acids—85% 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie 3 Thep. 
For a 3000 calorie diet............. 2.5 Tbsp. 
For a 2000 calorie diet...........+. 1.5 Tbsp. 
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Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


© Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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SAFETY 


in 
antibiotic 


remarkable effectiveness 


against the cocci- 


plus a safety record 


antihintin +} 
y 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERY THROCIN 
highly effective against the majority of coc- 


cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Gott 
dangerous complications. 
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Now, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V biood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


CompPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 


Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg (200,000 to 400,000 units) 


shows the ranges of Fiimtab 
while the line-shows the 
7) ranges averages al 


vere adminigtered before meal- 
‘ved thts study. 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied 

In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPocitLin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 ) 

units) of penicillin V. At all AG cott 
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49 COMPOCILLIN-VK 
a e 46 $:tbjecis : 
‘ : i 
; 


indications: 

ee wide range of staphylococcal, 
streptococcal, pneumococcal and 
enterococcal infections. A drug of choice 
for treating serious infections caused by 
organisms that resist all other antibiotics. 


dosage: 

Administered intravenously. In pneumo- 
coccal, streptococcal and enterococcal 
infections, a dosage of 25 mg./Kg. will 
usually be adequate. Majority of staphy- 
lococcal infections will be controlled by 
25 to 50 mg./Kg. per day. It is recom- 
mended thatthe daily dosages be divided 
into two or three equal parts at eight-or 
12-hour intervals. 


supplied: 

In vials containing a sterile, lyophilized 
powder, representing 500 mg. of risto- 
cetin A activity. 


(RISTOCETIN, ABBOTT) 
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provides bactericidal action 


against coccal infections 


provides successful short-term therapy 


provides clinical effectiveness against 


resistant staphylococci and enterococci* 


Now, after almost a year, SPONTIN has proved 
to be an exceptionally valuable agent for treating 
serious coccal infections. 

Some of the outstanding clinical responses 
to SPONTIN therapy involved enterococcal en- 
docarditis, staphylococcal pneumonias and 
staphylococcal bacteremias. These were patients 
who were going downhill steadily—in spite of 
treatment by other antibiotics. 

Results, of course, were not always good. 
Sometimes, the patient was treated with 
SPONTIN too late. Occasionally, there were side 
effects and SPONTIN had to be withdrawn. But 
generally, SPONTIN proved extremely useful and 
many times—lifesaving. Be sure ObGott 
your hospital has it stocked. 

1, Antibiotics Annual, 1966-'57, p. 706 
2. Antibiotics Annual, 1957-'58, p 180-7. 
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| there’s pain and 
inflammation here... 

it could be mild ¥ 
or severe, acute or 
chronic, 


early rheumatoid arthritts' 


more potent and comprehensive treatment 
than salicylate alone 

... assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


... Much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siamaGen contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMAGEN. 


in 
any 
case 
Calls for 


corticoid-salicylate compound tablets 
Composition 
METICORTEN® (prednisone) ............................ 0.75 mg 
Aluminum hydroxide . 


Packaging: sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 


7:1456, 1955. 4, Guerra, F.: Fed. Proc, 12:326, 1953. 
; ¥ : 5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
G (Cun. R. B.: Panel-Discussion, Ohio State M. J. 52:1037, 1956. 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excelient 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 


development of drug resistance makes chlorothiazide ideal for the prevention 
and treatment of toxemia.” 


| 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Oivrit is a trademark of Merck & Co., Ing 


©1958 Merck & Co., Inc: 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. Qo) 
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diuresis, with 


reduction edema, 
weight, blood pressure, 
and 


ANY INDICATION FOR DIURESIS IS AN INDICATION FOR YY 
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in cases of tension 


‘Serpate 


(Reserpine, Vale) 


/ the preferred drug where anxiety or emotional agitation 
must be controlled 


... provides sedgtion without hypnosis, o sense 
& of relaxed well being ond tronquility 

... effects graduel-ond sustained lowering of 
elevated blood pressure in patients with 
mild, labile or essential hypertension 


supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
pharmacies 


RAUWOLFIA 
: SERPENTIN 
in cases of hypertension 


Rauval 


(Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested biologically to insure uniform hypotensive action 


. ideal therapy. in labile and moderote hyper- 
tension Of .as adjunctive therapy in severe 
hypertension 


. achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect evén after cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


(ass THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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Sustained release 


capsules 


meprobamate (Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
1.Meprobamate is more widely prescribed than any sustained action form [Meprospan] produced 


other lizer. Source: Ind d research 


a more uniform and sustained action... 


2. Baird, H. W., 111: A comparison of Meprospan 


cation with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. 


4 tor publication, 1958. reduced dosage.’” 


Submi 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORIES, New Brunswick, N. J. 
TRADE-MARK CME-7926 who discovered and introduced Miltown® 
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LILLY AND COMPANY 


Clinical studies! show: 


e ‘Delvex’ is effective orally, usually 
within five days, against four of the 
five most common worm infections: 


Pinworm Whipworm 


Roundworm  Strongyloidiasis 


e It also inhibits, and sometimes 
eliminates, hookworm infection. 


e It is fully effective in both single 
and multiple infections and in both 
heavy and light infections. 


Strongyloides 


INDIANAPOLIS 6, INDIANA, 


WORM 


QuaciTy / / wrecerry 


e It eliminates pinworm infection in 
100 percent of patients. 


e It is the first effective and practi- 
cable agent for the oral treatment of 
strongyloidiasis and whipworm in- 
fection. 


e No adjunctive measures are need- 
ed with ‘Delvex’ therapy. 


Further information and clinical re- 
ports may be obtained from your 
Lilly representative or by writing to 
our Medical Department. 


**Delvex’ (Dithiazanine lodide, Lilly) 
1, Swartzweider, J. C., et al.: J. A. M. A., 165:2063, 1957. 
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Comments by investigators on 


Olethocardamol Robins, U.S. Pat. No. 2770649) 


~—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 

PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 1958. 
2. Porsyth, 4. F.: J.A.M.A. 1671163, 1956. 3. Little, J. M., and Truitt, BE. B.. Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, = B., dr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 374, 1057. &. Doherty, D. and Shields, C. D.t J.A.M.A, 
167:160, 1958, Park, H. J.A.M.A. 1671168, 1958. 7. Truitt, Jr., and Patterson, 


B. we Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B.. Patterson. R. B., 
Morgen, and Littie, J. 2. Pharm. Exper. Therap. 119: 189, 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 
Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'.**-© 


NO. 
CONDITION PATIENTS RESPONSE 
stupy 1* “marked” derat slight none 
Skeletal muscle 
spasm secondary to i 
acute trauma 33 2% 6 
2° “pronounced” 
Herniated dise 39 25 3 1 
Ligamentous strains 8 4 4 rag 
Torticollis 3 3 
Whiplash injury 3 2 1 —_j— 
Contusions, 
fractures, and 
muscle soreness } 
due to accidents 5 3 2 
stupy 3° “excellent” 
Herniated dise 8 6 2 
Acute fibromyositis 8 8 
Torticollis 1 1 
stupy 4° “significant” 
Pyramidal tract 
and acute myalgic | 
disorders 30 27 BY oes 2 1 
TOTALS 138 1040—t—i28 4 2 
(75.3%) | (20.3%) | 


THE JOU RNAL | 


Amoviren 


ence, methecarbomet hae of 


THE JOURNAL | 


Americas Wedicel 


THE JOURNAL 


Southem 
foumal 


forded greater relief of muscle 
‘spasm and pain for a longer 
of time without undesir- 
period 
{ able side effects or toxic reac- ne 
was obtained inall patientswith 
no instance was there any 
strength or intensity of simple 
that methocarbamol (Robaxin) is 
a 
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infection 
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broad-spectrum 


antibiotic 
of first resort 


Aveiletle ferme: 


1. Capsules, betties of 16 and 
cacsules. Each capsute contains: 

Paamycin phesphate (tetracyohing phosphate 
complex) equivalent to tetracystine 
chioride 250 my, 
Albamyein Os hevebiocin sodium). mg. 


2, KM Flavored Granules, Wheat 
sufficient water is added to fil the bottle, 
each teacpeentut (9 cc.) contelne: 
cychne ..... 25 mg. 
(a9 @evobiecin calciuny, 
Potassium metephosphate mg. 
Dosage: 
Penaina 
Usual adult dosage is 2 capsules 
KM Granuies 
| For the treptment of mode: acute infes. 
tons if itfents and the recom 
onded @osage is | teaspoonful per 16 te 
of bedy weight per day, admieistered 
2 t@ @ equal doses. Severe ot protonged 
require higher doses, esage for 
adults ‘3 2 to 4 teaspcontats 2 of 4 times daily, 
om the type and of the in 
fection, 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


urine-sugar analysis set 


. functional: full-view test tube 


always in place 


7 refillable: takes either bottle 


of 36 or sealed-in-foil CLINITEST 
reagent tablets 


attractive: two-tone, neutral 


gray plastic case 


Model No. 2105 CLinitEst Urine- 
Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEST Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 


MODEL NO. 2165: 


( \ AMES COMPANY, INC « ELKHART, INDIANA 
f..\ Ames Company of Canada, Ltd., Toronto 
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CITRIC ACID 

the 

additive 

choice 

of 

Lederle Research 


triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists 
aimed for patient response rather than laboratory results, and 
chose citric acid for its outstanding value under clinical con- 
ditions. Citric acid is unique in that it contains THREE free 
carboxy! groups in every molecule to combine with the metal- 
lic ions which interfere with gastrointestinal absorption. This 
activity thus leaves the pure active tetracycline molecule 
available for full absorption and rapid action at the site of 
infection. 


: 


ASSURES EVERY PATIENT PREGIS¢ 
“ANTIBIOTIC ACTION UNDER THE VARIED 
CONDITIONS OF REALISTIC CLINICAL PRACTICE 


produces. optimal gastric condition: 

ideally, most are Given On an empty stom Since acid helps Gomtro! un- 
favorable variances mastric Content,conditions in the omach are with ACHROMYCIN V 
tetracycline with citrie acid. 


prevents interference with absorp: 


Sequesiering OF marecules by free Metal) always present in the intestinal 
tract, Can Geprive patents Of full therapeutic dose. achive radicals which 
protect the action ¥ trap these free anc uninhibited antibiotic 
absorption, 


provides for ad antibiotic action 


At the Sita where, in Essence, ail ot are pr ACHROMYOIN ¥ combats 

Tange OF Under Optimal tissue Ct acid, factor medically 
estaimished vale Mame matural acid-base reguivting tract, facilitates a 
more complete, and fapid antibiotic action. 


OTHER 
ANTIBIOTIC 


LABORATORIES, Division of Av AN CYAN AMIO COMPANY, Peart River, N.Y. 
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BONADOXIN 
STOPS 
MORNIN 
SICKNESS, 


Highest percentage of relief: 

In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relicf 
in the “excellent” (79°) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in 
the first week, of treatment, 
almost all on one‘tablet nightly. 
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Safe, too: 
BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 

[are] zero.”* 


STOP 

PATIENT! 


MEW YORK 17, ¥. 


Now 

available in tablet or drop form. 
Dosage: usually one tablet or one tsp. 

(5 oc.) at bedtime. Severe cases may require 
another dose on arising. 

Supplied: tiny pink-and-blue tablets, 

bottles of 25 and 100. Bonadoxin Drops in 
30 cc. dropper bottles. 


Each tiny pink-and-blue Bonadoxin tablet contains: 
Meclizine HC] (25 mg.) 
...for symptomatic relief 
Pyridoxine HCI (50 mg.) 
.-.for metabolic action and prompt 
antinauseant effect. 


Infant colic? 
Non-narcotic Bonadoxin Drops stop colic 

in about 85% of cases. 

Each cc. contains: 

Meclizine Dihydrochloride. . .8.33 mg. 

Pyridoxine Hydrochloride. . .16.67 mg. 


Dosage: 
under 6 months 0.5 ec. 2 or 3 times 
| 6 months to2 years _1.5 to 2 cc. daily, on the 
2 to 6 years 3 ce, tongue, in 
adults and children fruit juice or 
over 6 years 1 teaspoon (5 cc.) water 
Supplied: 
fruit-flavored, clear green syrup in 30 cc. 
dropper bottles. 


References: 1. Drugs of Choice 1958-1959, . 
St. Louis, C. V. Mosby Company, 1958, p. 347. 
2. Goldsmith, J. W.: Minnesota Med. 

40:99 (Feb.) 1957. 
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Angel Cake 


These flavor tips keep the taste in when 


you take the fat out of your patient’s diet 


The Low-Fat 


—and with your 
consent, a glass 
of beer for a 


morale-boosier 


Low-Cholesterol Diet 


e@ Cranberry and tomato sauce pinch-hit for 
gravy. Herbs and spices lend a fine aroma to 
meats and vegetables. Chicken can be basted 
with lemon or orange juice. Meat loaf may sport 
a gay cap of whole-cranberry sauce while “‘sur- 
prise’’ hamburgers can hide a slice of pickle or 
onion sealed between two thin patties. And 
kabobs can add something different. 


United States Brewers Foundation dy 
Beer— America’s Beverage of Moderation 


On green salads, cottage cheese thinned with 
lemon juice makes the dressing. For dessert, 
angei cake goes nicely under fruits—skim milk 
powder makes the ‘“‘whipped cream.” 

And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from your instructions. 

*Fat—0; Calories 104/8 oz. glass (Average of American Beers) 


Srou™ 


If you'd! ike reprints of this and 11 other dietary suggestions, please write United States Brewer: Foundation, 535 Fifth Avenue. New York 17. N.Y. 
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essential ally of the doctor 
in relieving anxiety, tension 


perphenazing 


™, an ‘agent of choice in treating tension 


e effective without somnolence 


e allows the patient to continue his normal activities 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 4 mg. for prompt effect 
in the outer layer and 4 mg. for prolonged action in the 
timed-action inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


(1) Marangoni, B. A.: Am. Pract. & Digest Treat. 8:1959, 1957. 


SCHERING CORPORATION «+ BLOOMFIELD, NEW JERSEY 
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Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


Litty 


Quacity / / 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 


Less than 20% 


More than 40% 


... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cytellin’ (Sitosterols, Lilly) 


AND COMPANY -« 


INDIANAPOLIS 6, 


terol (over 150 mg. percent) has 
been experienced. 


In addition to lowering hyper- 


cholesteremia, ‘Cytellin’ has been 
reported to effect reductions in C /P 
ratio, S¢10-100 and S;12-400 lipo- 
proteins, “atherogenic index,” beta 
lipoproteins, and total lipids. 

May we send more complete infor- 
mation and bibliography? 


INDIANA, 


VirctntA MepicaL 
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Guest Editorial.... 


The Middle East And Our Medical Heritage 


+ ian TURN of political fortune now focuses our attention upon the Middle East, 


land of enchantment, land of the Arabian Nights. From the shores of Phoenicia, 


now the Lebanon, came the greatest discovery ever made by the mind of man, namely: 
that the human voice is capable of twenty-eight sounds and these sounds can be repre- 
sented by written symbols. Thus was born the alphabet, the first two letters of the 
word being the Greek letters, alpha and beta, derived from the original Phoenician 
aleph and bay. Middle Eastern culture has deeply influenced Western civilization. 
Street lamps, windowpanes, fireworks, stringed instruments, cultivated fruits, per- 
fumes, and spices are among their contributions to our society. Alcohol, cotton, sugar, 
sofa, retain their original Arabic names. That often changed and often washed under- 


garment, the chemise, is an Arabic word surviving through the centuries. 


The Middle East has long been known as the “Fertile Crescent’ because its arable 
land arches over the Arabian desert. The Biblical writers called it “a land flowing 
with milk and honey”. Since the beginning of time it has been the world’s great battle- 
ground. Over it the Pharaoh Ramases II of Egypt laid low the mighty Hittites.. The 
Babylonians came with their armored chariots and dispersed the Jews into captivity, 
the Persian Empire under Darius saw its day of glory and crumbled under the heel 
of Alexander as he marched his troops along the selfsame coast where our Marines 
recently landed. This land torn by strife for thousands of years at last came under 
the unifying influence of a new religion, Islam. The Prophet Mohammed, in 622 
A.D. armed with the “Hely Koran”, set out to consolidate the disparate nations of the 
Middle East. So great was his zeal and that of his followers that within a century 
the entire known world along the Eastern end of the Mediterranean answered to the 
muezzins’ call from the minarets. A few years more and North Africa fell to the 
Moslems. In their ardor they hurdled the Gates of Hercules to conquer the mighty 
bastion at the tip end of Southern Europe to which they gave the Arabic name Gibralter, 


—Jebal, meaning mountain and Taric, the Arabic general who made the conquest. 


While Western Europe slumbered through the Dark Ages following the Fall of the 
Roman Empire, the Arab conquerors seized upon the Greek and Roman cultures which 
they found in Europe. Among these were the Hippocratic and Galenian teachings in 
medicine, something quite new to them. Before Islam, Eastern methods of healing were 


those of most primitive people: prayers and sacrifices to demons who brought disease 


and affliction upon man. To placate them with amulets and strange ritual was the 
medicine of the day. Quick to grasp the medical compendium of Galen, to recognize 
the elemental truths of Hippocratic clinical observation, the Arabs studied them avidly 
and there soon emerged some of the great physicians of all time. Taking Galen and 
Hippocrates as their mentors, they erected a structure of clinical medicine based on 
accurate diagnosis and polypharmacy for which the inherent chemical genius of the 
Arab was so well prepared. The Arabic language quickly became the vehicle for fresh 
and original work in science and medicine. The Arabs were the first to license the 
pharmacist and physician for practice. Over 860 pharmacists were registered in Bagh- 
dad in 931 A.D. The first hospital was established there by Harun er Raschid and 
soon other hospitals to the number of 34 grew up throughout the Moslem world. Some 


were equipped with medical libraries and offered courses in medicine. 


There were noted physicians among them. Rhazes, (Al-Razi), who lived during 
the early part of the Tenth Century was one of the keenest and most original thinkers 
of all physicians. He has been compared to Hippocrates and Sydenham. In selecting 
a new site for a great hospital in Baghdad he is said to have hung up shreds of meat 
in different places choosing the spot where they showed the least sign of putrefaction. 
His most important work was Al-Hawi, a comprehensive book first translated into 
Latin in 1279. He first distinguished between measles and smallpox. Suffering blind- 
ness from cataract in his old age he called in the most learned surgeon of his day. 
After quizzing him on the anatomy of the eye Rhazes thought it wise to forego the 


operation. 


The most illustrious name in Arabic medical annals after Rhazes is Avicenna (Ibn 
Sina). His encyclopedic treatise, translated as the Canon, became preeminent in all 
the medical schools of Christian Europe. It was the major text at Padua, Sorrento, 
Paris, and Cordova. Indeed up until 200 years ago the Canon of Avicenna was in 


general use throughout Western Europe. 


The Father of Chemistry was the great Jebir (Jabir Ibn-Hayyn). He described 
accurately the chemical reactions of calcination and reduction. He improved upon the 
methods of evaporation, melting, and crystallization. He knew how to prepare crude 
sulphuric and nitric acids. In general, he preserved the Aristotelian theories and put 
them into practice thus preparing for the era of modern chemistry which dawned in 
the Eighteenth Century. 


The golden era of Arabic medicine has not been lost on the modern age. The great 
tradition has been maintained by the American University of Beirut, a School of Medi- 
cine chartered there under the Board of Regents of the State of New York and serving 
the Arab world for almost a century. It is the oasis of scientific medicine in the Middle 
East and has continually provided students of the Arab countries a medical education 
comparable to the best in Western Europe and America. In like manner the French 
Faculty continues to meet the highest standards in medical education thus making 
Beirut the medical center of the Middle East. And so our Western civilization, having 
inherited its medical knowledge from the Arabs, who embellished and enriched the 


the teachings of Greece and Rome, now in turn offers it back to them at its modern best. 


WILiiAM Bickers, M.D. 
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I DEEPLY APPRECIATE the honor you have 
extended to me by your invitation to deliver the 
J. Shelton Horsley Memorial Lecture of 1958. It 
was my privilege to have known Dr. Horsley prior 
to World War II in the American Surgical Asso- 
ciation. Throughout my medical school years and 
thereafter until his untimely death, 1 was always 
cognizant of his position as a leader of surgery in 
America and I looked forward to reading his many 
fine contributions to our surgical literature. During 
World War II he gave of himself unstintingly with- 
out thought of self or time; and throughout those 
years he must have had great satisfaction in the 
realization of the fine contributions his son Guy 
and his fellow workers were making in the Unit 
of the Medical] College of Virginia. It was my good 
fortune as a member of the Ninth Evacuation Hos- 
pital, from Roosevelt Hospital, New York City, to 
find ourselves situated only a short distance from the 
45th General during the winter of 1944 in Naples, 
and we soon found that we had great community of 
interests. My own intimate friendship with Guy 
grew out of a consultation with him as to the sur- 
gical care of Dr. Philip Giddings, one of Dr. Edward 
D. Churchill’s former residents and at that time a 
member of one of the Surgical Teams of the Second 
Auxiliary Surgical Group. 


SUBSTANCE 

Inasmuch as I have been out of clinical medicine 
for over four years, I have chosen a topic dealing 
with some of the general problems that confront 
Medicine today and with which you will have to 
deal in your generation. We of any given genera- 
tion must always live the present and try to shape 
the future as we would like it to be. We are not 
entirely free to do this, however, because in living 
the present we must always reckon with the heritage 
of the past. Hence, the more cognizant we are of 
the past and its problems, the more intelligently 
will we act in the present so as to construct a future 


which we would like to leave for those who follow. 
Berry, FRANK B., Assistant Secretary of Defense, Health 
and Medical. 

J. Shelton Horsley Memorial Lecture, delivered before 
the Richmond Academy of Medicine, April 22, 1958. 
These are broad platitudes, so let us consider spe- 
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Problems Confronting Medicine Today 


FRANK B. BERRY, M.D. 
Washington, D.C. 


These are broad platitudes, so let us consider spe- 
cifically a few of the perplexing problems which 
confront us today, some of which have their roots 


deep in the past. 

First, during World War II a total of 62,484 
Doctors of Medicine (40 per cent) were commis- 
sioned in the armed services at different times. The 
maximum number on duty at any one time in the 
Army, for example, was 46,314, with about 2700 
of these on duty in Veterans Hospitals. With these 
thousands of physicians and surgeons removed from 
civilian practice during those years, with our intern- 
ships cut to nine months and residency training at 
a low ebb, how did it happen that the health of 
our population remained extraordinarily good? 

Second, in the thirteen years since the war the 
medical profession has been unsettled, both within 
itself and in the eyes of the public. Our internships 
are now of one year’s duration, and the number of 
available positions has grown moderately. The op- 
portunities for residency training, however, have 
grown by leaps and bounds. We now have approxi- 
mately 11,000 positions for interns and 26,000 resi- 
dencies offered throughout the country ;!* and during 
this same period we have had a conflict in Korea 
with another drain upon the medical profession for 
the Armed Forces. 

Third, during the same period of time, our pro- 
fession has received a considerable influx of alien 
physicians and also native born citizens who have 
graduated from foreign medical schools, to say noth- 
ing of a large number of foreigners from eighty or 
more countries who come to this country for post- 
graduate training. 

Fourth, there is the disturbing fact that probably 
only about half of our medical graduates seek more 
than a one year internship before entering practice, 
whereas prior to World War II internships of 18 to 
24 months were the rule.” 

Fifth, only 29 of our states require an internship 
before licensure to practice medicine.? Also, there is 
wide divergence in state and city requirements for 
licensure or special registration for interns and 
residents, amounting almost to complete confusion 
as one reads the various requirements. 


*In 1957 the numbers were—lInterns, 12,404; Residen- 
cies, 30,000. 
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Sixth, medicine has expanded its scope: sub- 
marine, aviation and space medicine; radiation and 
its hazards; and the extraordinarily rapid develop- 
ment in fuels, propellants and other industrial prod- 
ucts. 

Seventh, how is it, in this period of rapid change 
and perhaps lower standards of postgraduate train- 
ing for a portion of our graduates that there has been 
major improvement in our health :4 

1. Neonatal mortality of babies under one year 
is now only 26 per 1000 as compared with 72 
per 1000 in 1925; and the maternal death rate 
for the same period has dropped from 65 per 
10,000 births to slightly less than five. 
During the last thirteen years our longevity for 
both sexes has increased, and, notwithstand- 
ing a comparative dearth of specialists in pre- 
ventive medicine and public health, our whole 
disease pattern is changing due to nationwide 
improvements in sanitation, in immunization 
and in the newer developments in antibiotics 
and chemistry, so that now, for example, we 
talk of malaria eradication whereas just for 
the year 1943 in World War II the Navy 
reported almost two million man-days lost 
because of that disease alone. 

3. We have witnessed the closing or change of 
many of the tuberculosis sanatoria, with the 
death rate for this disease 8 per 100,000 in 
1956, as opposed to 130 per 100,000 in 1927, 
although the incidence remains about the same. 
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Can we say that these major improvements in health 
and longevity have occurred just because of our 
newer antibiotics or antimalarials, tranquilizers and 
sedatives, increased attention to psychosomatic medi- 
cine with the attendant increase in psychologists 
and psychiatrists, and to some extent to advances in 
anaesthesia and surgery? 

Eighth, what position shall we take regarding the 
so-called “third party” or corporate medicine? 

Ninth, what position does medical research occupy 
today not only in the world of medical education, but 
in our whole national economy ? 


To take up these questions one by one—first, the 
good health of our population during World War 
II. Compare the disease pattern prevalent in the 
United States at the onset of World War II with 
that of World War I. In 1917 there was still a 
large rural population in the United States, no travel 
by aircraft, and our road improvement program and 
network of fine highways that is now growing so 
rapidly had scarcely begun. We were a home-lov- 
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ing people and not as travel-minded as we were to 
become in the ensuing years. The result was that 
in many of the rural areas, particularly in the south, 
west and mountain states, large segments of the pop- 
ulation had not been exposed to some of the more 
common diseases of childhood, particularly measles 
and pertussis. As the Draft went into effect with 
large military concentrations of recruits, there was 
a fertile field for the spread of these diseases, par- 
ticularly measles; with its common complication of 
pneumonia. The prevailing bacteriology of this 
period was a beta hemolytic streptococcus. We knew 
nothing about gamma globulin immunization; the 
sulfonamides had not been investigated as to their 
therapeutic possibilities; the antibiotics were un- 
known. Therefore pneumonia with syn- and post- 
pneumonic empyema took its toll, 

During the winter of 1918, I was an intern at the 
Peter Bent Brigham Hospital and one entire male 
ward was turned over to the Navy as an overflow for 
the Chelsea Naval Hospital. Here we saw a full 
blossoming of acute infectious diseases in the young: 
an occasional case of diphtheria, much rheumatic 
fever, influenza, pneumonia, streptococcus throat, 
acute tonsillitis, malaria and parasitic infestation, 
a case or two of encephalitis and one or two of 
epidemic meningococcic meningitis. 

On duty in the Army in April 1918, my earliest 
field assignment was at Fort Riley, Kansas, one of 
the areas where measles had been most p-evalent. 
I remember a two-story building entirely filled with 
patients with post-pneumonic hemolytic streptococcus 
empyema. In its early stages the rapidly accumulat- 
ing fluid in the chest was really synpneumonic, thin 
and purulent, and when smeared resembled a pure 
culture of the streptococcus. Prompt operation was 
the rule initially and there was high mortality; al- 
though in some places early treatment by repeated 
aspirations or closed drainage in the early stages was 
recognized as the correct initial therapy. Asympto- 
matic carriers of hemolytic streptococcus were numer- 
ous. In addition, in some of the camps in the same 
year there was a high incidence of meningococcic 
meningitis and again it was noted that there were 
many carriers of the meningococcus in the posterior 
nares and throat with resultant rapid spread of the 
infection. 

When the pandemic of influenza came in the fall 
of that year, there was a fertile soil for the compli- 
cation of highly virulent pneumonia and empyema. 
This was the underlying medical picture presented 


in World War I: a pandemic of influenza super- 
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imposed on a population that had just been through 
a widespread incidence of measles, pneumonia and 
meningococcic meningitis; no specifics against pneu- 
monia or meningococcus meningitis except limited 
type sera; no antimalarials other than quinine; no 
insulin; no vitamins; no sulfonamides or antibiotics; 
no immunization against tetanus and typhus; and 
tuberculosis just emerging from the custodial type 
of sanatorium care to an active therapy such as 
pneumothorax and surgery, which were to be gen- 
erally adopted a few years later. 

In World War II, 1941 found us with the sul- 
fonamides and newer antimalarials already avail- 
able for treatment, and penicillin increasingly avail- 
able after the spring of 1943. Perhaps most im- 
portant of all there had been wide advances in the 
whole field of immunology in the years between the 
wars so that not only did we have protection against 
smallpox and typhoid, but in addition preventive 
inoculation was now available against tetanus, 
diphtheria, typhus, cholera, yellow fever; and we 
had gamma globulin which sometimes prevented and 
at least minimized attacks of measles. In addition 
to the newer antimicrobials, human plasma was fully 
available and as the war progressed, there was increas- 
ing use of whole blood. Initial strides were made 
in the development of central blood banks by Colonel 
Edward D. Churchill, Surgical Consultant in the 
Mediterranean Theatre, where over 80,000 trans- 
fusions were given with low titre “O” blood no older 
than eight days. All of it was drawn from the sup- 
porting service groups in the Naples area, and there 
were no recorded cases of infection or serious reac- 
tions. This set the pattern for the further wide 
extension of its employment in the Pacific and 
European Theatres. 


Psychically there is the emotional drive that any 
war brings to the population as a whole and the 
compensatory substitution at home of concern for 
and identification of themselves as civilians with the 
Armed Forces through letters, Red Cross, United 
Services and similar organizations. This gave them 
a sense of duty and a determination to keep well. 


Man is an animal and in the total history of man- 
kind not too far removed from his prototypes. In 
an essay, The Moral Equivalent of War, written 
in 1910, William James® writes: 

“The earlier men were hunting men, and to hunt 

a neighboring tribe, kill the males, loot the vil- 

lage and possess the females, was the most profit- 

able as well as the most exciting, way of living. 
. “But modern man inherits all the innate pug- 
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nacity and all the love and glory of his ancestors. 
Showing war as a rationality and horror is of no 
effect upon him. But the horrors make the fas- 
cination. War is the strong life; it is the life in 
extremist, war taxes are the only ones men never 
hesitate to pay, as the budget of all nations show 
us. 

“History is a bath of blood.” 

Justification for war is ever common: the “Gott 
mit uns” phrase of the Kaiser’s armies in World 
War I; and “Fighting to make the world safe for 
Democracy”, the Allies’ slogan; “‘Live dangerously 
and “the Master Race”, were the common phrases 
of Mussolini and Hitler in World War II; and the 
Four Freedoms, Hitlerism and “Day of Infamy”, 
our rallying cries. We can even go back to Wash- 
ington’s phrase “If we desire peace, it must be 
known we are at all times ready for war’’;® and our 
present slogans for National security. All of these 
phrases and the various drives behind them create 
an emotional dynamism and unquestionably this 
drive contributed greatly to the absorption of so 
many doctors into the armed services in World War 
II, and simultaneously to the continuing good health 
on the part of the civilian population. 

My second and third questions: the problem of 
our great increase in residencies, and the influx of 
alien physicians and of our native born citizens who 
return after completing their medical education in 
foreign medical schools. Our whole medical popu- 
lation has increased fairly rapidly over the past 
ten years, and this year our medical schools will 
graduate about 1500 more students than in 1950, 
and there is the additional influx from foreign 
schools. Over 900 of the latter were granted licen- 
sure in this country last year, equivalent to the 


‘classes of ten average sized medical schools. It is 


estimated also that we have about 1700 of our citi- 
zens studying in foreign medical schools, an equiv- 
alent of approximately four medical schools.* 

As you see from the chart the influx of alien phy- 
sicians has run an interesting pattern with marked 
peaks in 1905, after World War I, in 1939 and 
again after World War II. These may be explained: 
the first, 1905, was a peak period in our immigra- 
tion; the second peak is post-World War I; the third 
was due to the expulsion of the Jewish groups by 
Hitler from Germany, Czechoslovakia and Austria; 
and the fourth denotes postwar immigration to this 
country. 

Following World War II in order to accommodate 
those young men returning from war and seeking 
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education and specialty training, our hospitals with 
sympathetic 
Boards of Trustees greatly expanded their residences 
out of all proportion to the internships. Now with 
11,000 internship and 26,000 residency positions 
open each year, even with the foreign applications, 


assistance from municipalities and 


it is, nevertheless, impossible to fill all of these 
positions with well trained individuals. 

For example in the year 1955-56, with a total of 
8,780 available spaces almost 2300 alien physicians 
were serving in approved internships; and during 
the same period with over 21,000 approved residen- 
cies, almost 5600 were filled by alien physicians.’ 
The group of alien interns and residents has con- 
stantly increased since 1950 and since World War 
II there has been a growing demand for licensure 
by immigrants from over 80 countries. To assist 
in the solution of this difficult problem the Educa- 
tional Council for Foreign Medical Graduates was 
recently formed by representative groups in this 
country. 

It is the natural desire of all to assist these alien 
physicians and foreign graduates. Medicine in the 
United States has much to offer the foreign graduate. 
We have become the postgraduate center much as was 
Europe in former years and wish to encourage post- 
graduate study in our better medical schools, and 
through internships and residencies in our better 
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hospitals. We must be ever on guard, however, not 
to proselyte these young men. We should like to 
encourage the best of our foreign friends to study 
in this country and hope that when they return home 
they will share the benefits they have received. On 
their part it is essential that they be good students 
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with high moral and ethical values and able to 
understand, speak and write English. This last is 
important as otherwise many misunderstandings will 
arise and they may return home dissatisfied, and on 
our part, we may resent and not understand them. 
Yet there is no better way to encourage and spread 
friendship than for us to extend a cordial welcome 
to this selected group. As I have traveled in the Near 
East and Far East and in my former position on 
the Columbia Surgical Division at Bellevue Hos- 
pital, this has been constantly impressed upon me. 
We must be judicious in our selection, then having 
selected, we must be courteous, friendly and en- 
couraging. The supply of our own medical graduates 
cannot possibly meet the demand for the interns and 
resident positions available. There is, therefore, a 
mutual need between us and our foreign friends and 
postgraduate students. To cite a few instances of 
what our influence can be, the former Minister of 
Health, Professor of Gynecology at the Medical 
School in Tehran, is a graduate of the Medical 
School at Syracuse; the Professor of Malariology at 
Tehran is a graduate of Johns Hopkins School of 
Public Health; and at present there are several young 
men from Iran, graduates of our medical schools 
now serving in internship and residency positions 
in our hospitals, who plan to return to Iran and 
eventually take positions on the faculties of the 
medical schools. Also in Tehran there is a growing 
Iranian-American Medical Society. In Ankara, 
the Professor of Pediatrics had his postgraduate 
work in the Children’s Hospital of Harvard Medical 
School, and all of you know of the American Uni- 
versity in Beirut with its fine medical school. 

But like most temporary programs, even after 
postwar pressures were relieved, the number of posi- 
tions continued to expand. The cost of living and 
hospital expenses have skyrocketed since the war 
so that now even semi-private accommodations in 
many of our larger hospitals are over $20.00 a day, 
and yet all hospitals operate at deficits. Unquestion- 
ably the large increase in residency staffs with nec- 
essary ever rising salary scales adds appreciably to 
these costs, not to mention the increasing number 
of our larger hospitals which are adopting a fulltime 
system. Salaries run from $20,000 to $35,000 to 
the chiefs of major services with usually one or more 
younger assistants at approximately $10,000 or 
$12,000 each year. The result has been an enormous 
addition to the budgets of all hospitals because, as 
you are well aware, many of these house officers are 
married and have families and they must live. What 
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proportion of these costs should be assumed by the 
University, passed on to the patients, assumed by the 
public ? 

Fourth, what proportion of our own medical grad- 
uates desire added residency training? On 2000 
questionnaires furnished by the American Medical 
Association to the young men leaving the Armed 
Forces, the following questions were asked: 

1. ‘When you entered the armed services did you 
plan to take more than your one year internship? 

2. “On now leaving the Armed Forces do you 
plan to take more than your one year internship? 
The question was “No” in over 60 per cent of the 
replies.* On the other hand from the questionnaires 
we have sent out from our office annually to the 
graduating classes of medical schools, the figures 
are somewhat different: approximately 50 per cent 
plan to return to hospitals for further training after 
their military service is completed. In any event it 
seems that approximately 50 per cent of the grad- 
uates from our medical schools, to say nothing of 
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those -who enter this country each year, plan on some 
form of general practice rather than a specialty; 
this of course decreases the number of available 
applicants for residencies still further. There must 
be an eventual solution to this problem and you who 
are young in the profession will have to help solve it. 

We pride ourselves that with our extended resi- 
dency systems we offer a high degree of postgraduate 
education, this period of training sometimes running 
for seven to nine years. Are we perhaps overdoing 
this? It has been said that there are now over fifty 
specialties and subspecialties available for post- 
graduate training—alarming fragmentation! In fact 
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this division into small compartments is now ap- 
proaching the point where some wish to be entirely 
removed from the mother trees of medicine and sur- 
gery. Is it not time perhaps to consider the return, 
as the late Harvey Cushing used to say, “to suckle 
at the main stem again”? Throughout the centuries 
we have struggled between generalization and spe- 
cialization. 

In the days of Hippocrates and Galen, medicine 
and surgery were one. During the age of Scholasti- 
cism in the Middle Ages, surgery was forced to be- 
come a separate specialty. This dichotomy occurred 
when the Council of Tours in 1163 decreed that 
“Ecclesia abhorret a sanguine.” This was an in- 
terdiction on the part of the Church against the 
drawing of blood and it immediately downgraded 
surgery, although a few physicians after their courses 
in medical school were completed continued to hold 
to the original tenets of their profession and con- 
sidered surgery as an honorable part of it. The 
inevitable result of this Edict was the establishment 
of the Barber group, and a secondary lay group or 
Surgeons of the Short Robe. Medicine has struggled 
with this division ever since, and only in recent 
vears have medicine and surgery been re-united to 
a certain extent only now to fly apart again into 
increasing fragmentation. 

Dr. Allen O. Whipple recites the story of the 
young Princeton freshman who came to him about 
the study of medicine. He said he was not interested 
in medical school or in ailments of the body, only 
in those of the mind and asked why was it necessary 
to go to medical school when all he was going to 
treat was the mind in its normality, abnormalities 
and aberrations.’ In our office we frequently receive 
letters from interns saying that they intend to go 
directly into allergy, cardiology, arthritis, or some 
other of the sub-specialties. Today in some schools 
over 80 per cent of instructors in the basic sciences 
are Ph.D’s. rather than M.D.’s. 

Fifth, as to Licensure and Specialty Boards: This 
has been a constant struggle swaying first one way 
wnd then another. Roger of Sicily in 1140 forbade 
anyone to practice medicine who had not passed the 
necessary examinations. At that time the School of 
Salerno, the first of the European Schools of Medi- 
cine, had already been in existence for about 100 
years with divisions in medicine, surgery and dis- 
eases of women, and a woman first recorded as a 
member of the faculty of a school of medicine. In 
1224 Frederick the Second of Sicily extended the 


regulations and specified that the medical faculty 
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of the University of Salerno should conduct these 
tests. At that time the prescribed course of training 
was philosophy for three years, medicine for five 
vears, and practice under a qualified physician for 
one vear.* 

In 1311 Philip the Fair of France antedated the 
American Board of Surgery by somewhat over 600 
years through an edict establishing a Board of Sur- 
gical Examiners for those who wished to practice 
surgery. Master Jean Pitard, probably a graduate of 
Bologna and one of the few surgeons of the Long 
Robe, was the chairman of the Board. At that time 
there was (1) the small group of well educated sur- 
geons, (2) the surgeons of the Short Robe, and (3) 
the barbers. The first edict prescribing rules for the 
barber surgeons was issued in 1301,° but they did 
not reach their apogee until the 15th and 16th cen- 
turies. In England various rules and agreements 
were made for and by the divisive groups until in 
1540 Henry VIII, by charter, united the educated 
surgeons and the barbers. 

In our own country the American Medical Associ- 
ation was founded in 1847, as an organization to 
improve the quality of medicine throughout the var- 
ious states. In 1869, President Eliot of Harvard, 
in his First Annual Report, signified in forceful man- 
ner the interest of the university in its medical 
school. At first he encountered great opposition by 
senior members of the faculty, all honorable men but 
with limited vision. As a result of the Flexner Re- 
port in 1910, many of the so-called diploma mills 
were abolished and medicine was placed on a firm 
and ever improving basis. But again there was slip- 
page so that the American Colleges of Surgeons and 
of Physicians arose to control their own special 
branches, followed by Specialty Boards with con- 
stant improvement in the quality of American medi- 
cine. 

You in Virginia at one time or another have taken 
prominent part in the argument of State’s Rights 
versus Federalism. Unquestionably as regards med- 
icine, it would be far better if one licensure were 
sufficient for all. It would appear that increased 
efforts by the American Medical Association, through 
its Council on Medical Education and Hospitals, is 
the best method of approach to a solution of this 
question. Another path is through the Council of 
State Governments. By such means eventually all of 
the states may accept examination by the National 
Board of Medical Examiners. Such a voluntary 
method is far better than any law which requires 
enforcement and furthermore such solution will meet 
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with better acceptance, and should result in a much 
better integration of cur whole system of licensure 
and equalization of various state and municipal 
rules for temporary certificates to practice during 
periods of residency. Is it multi-system of licensure 
which permits practice of any medical specialty by 
a physician with either no internship or only a one 
year internship satisfactory to you? Do you think 
it adequately protects the public? In Great Britain, 
there is a much sharper distinction between the prac- 
tice of medicine and surgery. 

In recent years a belief has been steadily growing 
that more attention should be given to the treatment 
of the patient as a whole, a resurgence of the Art 
along with the Science, an evident indication of a 
return to “suckle at the main stem.” Yet some of 
our Specialty Boards have gone so far in their de- 
mands as to approach the old Guild system, not too 
far removed today from a type of labor union. Pearse 
has remarked, “To be certified by a Board is quite 
similar to carrying a union card.’ Does this mean 
that the Boards will insist upon an increasingly strict 
and narrow concept of their specialties, having al- 
ready attained their original and praiseworthy ob- 
jectives? I hope not. But the American Board of 
Obstetrics and Gynecology for example now demands 
before certification that anyone holding certification 
by the American Board of Surgery must resign that 
certification.’ Let me ask, how can a man who has 
been certified as a qualified abdominal surgeon after 
reasonably tough examination suddenly deny his pro- 
ficiency when everyone knows he is still qualified ? 

Further indications of rapprochements may be the 
recognition of the whole under the name of psycho- 
somatic medicine, which brings psychiatry back into 
the medical field. Unless this is done we shall be 
in trouble, as witness an experience in a hospital 
in World War II when a psychiatrist in his enthu- 
siasm for the newly recognized effects of some of 
the barbiturates put patients with battle fatigue to 
sleep without taking temperatures to ascertain wheth- 
er or not the real trouble may have been malaria or 
other somatic disease, which proved to have been 
the case in several instances. Or, the case report 
years ago by a friend of mine in New York of an 
instance of hysteria with persistent low grade tem- 
perature: this patient had been carefully observed 
in one of the leading hospitals in this country over 
a period of months; but just after this case report 
had been published the temperature and symptoms 
immediately subsided after an unsuspected abscess 
was drained! 
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Another evidence of dissatisfaction with over- 
specialization has been the resurgence of general 
practice, now with its active Academy of General 
Practice, which itself approaches specialization and 
return to the Guild concept. Cope” suggests that 
possibly some of the blame rests in the medical 
schools themselves in that they have not clearly 
defined the aims of medical education to meet the 
increasing demands placed upon it by our changes 
in society and many new developments in our whole 
civilization, to say nothing of the new discoveries 
within the field of medicine itself. Therefore we 
should define our aims carefully and condense and 
integrate more fully our education in medical schools 
and early postgraduate years within our hospitals. 

Sixth, since World II completely new fields of 
medicine specifically dealing with aviation and sub- 
marine medicine, atomic medicine with radiation 
hazards, and now with space medicine, have opened. 
During the last few days there has been an extraor- 
dinarily rapid development in newer and more 
exotic fuels, propellants and other industrial prod- 
ucts. These branches of Industrial Medicine affect 
all of us more than we realize: the use of high con- 
centration of DDT, chlordane, dieldrin, and other 
newer insecticides and pesticides, for example, which 
may vitally disturb the balance of nature and in 
addition to destroying pests, destroy also bird and 
fish life. As still stronger pesticides are used for 
the rodent population, the dangers increase. These 
new and powerful toxicological agents bring new dis- 
eases with varied symptomatology. This may re- 
quire closer association with our veterinary brethren 
and further study in their fields of poisons and dis- 
eases common both to man and beast. Much work 
is being done on protection against radiation and 
its treatment, which in case of an all-out attack in 
any future war would be of critical importance to 
us, in the saving of lives and in our ability to recover 
quickly as a nation. And, finally, we have the real 
challenge of Space Medicine, which means the ability 
of man to survive, the necessary food which he will 
require, his protection from hazards that are still 
unknown and also the disposal of his wastes. 

Seventh, what has happened to us in this recent 
period of rapid change and unsettlement in our med- 
ical world? Only through change does real progress 
emerge. There has been an amazing drop in ma- 
ternal and neonatal mortality, increased longevity, 
control and possible eradication of some of the world- 
Probably the chief 
factors in our increased longevity have been the 


wide scourges and disease. 
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advances in preventive medicine and immunology 
and an increasing supply of specific antimicrobials. 
With the marked decrease in infectious diseases 
these measures have brought about, many more peo- 
ple will live to the age of 40 than formerly. Be- 
ginning with age 40, however, the years added to 
the life span have been relatively few. In former 
years infections stood high on our list of causes of 
death. Now the three leading causes are cardiovas- 
cular disease, cancer and accidents. The first two 
might be considered as degenerative processes of 
middle and late life, and the third due to our 
increasing pace in civilization subsequent to the 
development of the internal combusion engine, with 
the jet now superimposed, and the vista of atomic 
power just ahead. 

Are these changes all true progress? How are we 
going to help protect our fellow man from death 
by accident? How are we going to increase his 
active potential as he moves beyond the age of 65? 
Our laws are increasingly sympathetic to those past 
that age and offer every encouragement for let-down 
in their work. Yet management and labor both tend 
to cast out those beyond the age of 60 or 65 and 
after the age of 70 many of the commercial insurance 
companies automatically drop their health and acci- 
dent policies; many annuity policies must go into 
effect at age of 70. Every discouragement to work 
and produce is offered and it takes strong determina- 


tion to resist that temptation even when physically 


and mentally vigorous. 

As to protection against accident, the National 
Council of Safety, the American Association for 
Surgery of Trauma and the Trauma Committee of 
the American College of Surgeons are all concerned 
and work in close cooperation. Some of our univer- 
sities and medical schools offer postgraduate courses 
in accident prevention. In our Air Force, human 
factors teams are always associated with the en- 
gineers and designers of the planes to assist in 
developing safety measures for the crews with reali- 
zation of the limits of the human body. The Aero 
Medical Association is concerned with this problem 
and the Joint Committee on Aviation Pathology of 
Great Britain, Canada and the United States has 
been organized to assist in the investigation of air- 
The effects 
of all of these interests are likewise increasingly 


craft accidents as to possible causes. 


evident in various safety factors incorporated into 
automobile designs, although as yet the automobile 
designers have not taken as active an interest as have 
the aircraft groups. 
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My eighth question has to do with the position 
of the third party interest and corporate medicine. 
This problem is perhaps best stated in the Prin- 
ciples of Medical Ethics of the American Medical 
Association, December 1954, Chapter 7, Section 4, 
Free Choice of Physician: 

“Free choice of physician is defined as that degree 

of freedom in choosing a physician which can be 

exercised under usual conditions of employment 
between patients and physicians. The interjection 
of a third party who has a valid interest, or who 
intervenes between the physician and the patient 
does not per se cause a contract to be unethical. 
A third party has a valid interest when, by law 

or volition, the third party assumes legal respon- 

sibility and provides for the cost of medical care 
and indemnity for occupational disability.” 
In the Principles of Ethics adopted by the House 
of Delegates of the AMA in June 1957, this section 
does not appear. Instead attention is directed to 
Sections 6 and 7, particularly the former: 

“A physician should not dispose of his services 

under terms or conditions which tend to interfere 

with or impair the free and complete exercise of 
his medical judgment and skill or tend to cause 

a deterioration of the quality of medical care.’’™ 

This problem today is one of frequent altercation 
between organized medicine on the one hand, and on 
the other, industry, labor unions, insurance. groups 
and hospitals with their fulltime radiologists, anes- 
thesiologists and laboratory personnel, and even the 
fulltime system itself in the clinical sections. A case 
in point at the moment is the dispute between the 
United Mine Workers Health and Welfare Fund and 
Organized Medicine. This Fund has been under 
the direction and administration of Dr. Warren F. 
Draper for the past ten years, who has had a com- 
pletely free hand with its medical program. It began 
as a fee-for-service and free-choice plan.!." 

What happened? Dr. Draper noted that there was 
an unduly high hospital admission rate, consid- 
erably above the average over the country and the 
Blue Cross figures, and there appeared to be con- 
siderable unnecessary surgery. He then ruled that 
hospitalization would be accepted only after a con- 
sultant had been requested by the family doctor. 
Both admission rates and surgery dropped as much 
as 50 per cent in some areas. This created a storm 
of protest on the part of the local physicians, which 
soon reached the county and state organizations. An 
agreement was finally developed with the Pennsyl- 
vania State Medical Society whereby the Society 
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agreed to set up committees to review doctors’ quali- 
fications to cooperate with the Fund in this manner. 
This agreement lasted less than a year when it was 
abrogated by the Society. More recently surgery in 
the Mine Workers’ Hospitals has been limited to 
those certified by one of the Surgical Boards or Fel- 
lows of the American College of Surgeons. Again 
a storm of protest has been raised chiefly on the part 
of organized medicine, although many doctors have 
been cooperating with and working for the Fund 
without any difficulties. Furthermore the Fund has 
engaged a certain number of fulltime Doctors of 
Medicine for clinical positions in the hospitals. Or- 
ganized medicine has retaliated in some of the areas 
by refusing admission of these fulltime employees 
into their County or State Medical Societies and 
local Credentials Committees of the American Col- 
lege of Surgeons have refused to recommend some 
of the surgeons for membership in the College. In 
the January 1958 number of the Pennsylvania Med- 
ical Journal,’ Dr. W. Benson Harer discusses this 
disagreement from the standpoint of the Pennsyl- 
vania Society. It seems likely that eventually both 
groups will reach a definite agreement. In fact, this 
will have to be the case whenever this problem is 
presented. 


Is not the basic question as simple as this? If 
you or I employ a person to work for us and he 
falls ill or has an accident, quite apart from any re- 
sponsibility we may have, we may out of our own 
kindness tell that employee to go to our own doctor 
or to some other doctor and the bills will be paid 
by us, provided that we know something about the 
doctor. I am sure, however, that not one of us, as 
employer, would give his personal employee carte 
blanche to select anybody he might wish, such as 
a faith healer, naturopath or chiropractor, let us say, 
or a physician with questionable ethics or morals. 
It seems to me this is basic. In olden days in our 
rural or even urban areas, if a person lost his house 
or barn by fire, the neighbors would rally around, 
take up a collection and help him build a new house. 
As our civilization becomes more complicated we 
lose not only these individual relationships but the 
philosophy behind them so that in order to afford 
adequate protection and enable an individual to re- 
cover from such catastrophe, various insurance and 
company welfare plans are developed, perhaps begin- 
ning with fire insurance; hence the impersonal “third 
party”. 

When medical insurance plans first came under 


discussion a quarter of a century or more ago, there 
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was considerable opposition on the part of organ- 
ized medicine because of fear of limitation of free 
choice and of the “third party”. And yet today the 
medical profession takes pride in the fact that about 
123 million of our people now participate in some 
form of hospital insurance. 

As an example of the extraordinary development 
of insurance and welfare plans, I cite the following 
comparisons. In 1952, 92 million of our population 
were covered by hospital insurance and in 1957, 123 
million. Comparable figures for surgical expenses 
are 73 million and 109 million, and for medical 
expenses 36 million and 74 million. In a similar 
manner our welfare rolls are constantly growing as 
are our monthly payments under the Old Age Sur- 
vivors Insurance: in December 1952 there were ap- 
proximately five million Old Age and Survivors 
Insurance beneficiaries; in December 1957, 11 mil- 
lion; in December 1952 payments under Old Age 
Survivors Insurance were 225 million dollars, and 
in December 1957, 605 million." 

In all of these plans the third party enters into 
the picture. In the development of these various 


TOTAL MEDICAL BILL FOR THE UNITED STATES 


$15,000,000,000 


medical insurance and welfare plans, organized 
medicine wished to protect the status quo and as- 
sumed a following, rather than a leadership role. 
The American Medical Association and its com- 
ponent State and County Societies, the American 
Colleges of Surgeons and Physicians and all the 
Specialty Boards were organized to improve medical 
education and the standards of medical practice. 
There have been six important steps taken to improve 
these standards: 
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1. The founding of the American Medical As- 
sociation over a hundred years ago; 

2. Integration of the university medical schools 

into the universities as integral parts of them, as 

opposed to a more or less proprietory operation 
of medical schools by their faculties up to that 
time; 

3. The founding of the Johns Hopkins Medical 
School and the introduction of fulltime heads of 
departments and the growth of the resident system 
under Welch, Halsted, and Osler; 

4. The establishment of the Council on Medi- 
cal Education and Hospitals by the American 
Medical Association in the first decade of the 
Twentieth Century; 

5. The Flexner Report on Medical Education 
in this country in 1910; and 

6. The founding of the American College of 
Surgeons in 1913 and the American College of 
Physicians in 1915, together with the later de- 
velopment of the Specialty Boards. 

Do we still believe in better standards of medical 
education and medicine, or are our ideals changing 
and does a commercial economy occupy an increas- 
ingly prominent place in medical ethics? Are we 
protecting mediocrity? With exceptions, throughout 
the vears our medical schools have tended to with- 
draw from the arena and seclude themselves into 
“ivory towers”. Organized medicine has therefore 
lost valuable and highly motivated leadership as the 
result of the continuing factions of “townies and 
gownies’’. 

Nor is it medicine only that faces this issue today 
but also the dental branch of the healing arts. We 
are at a parting of the ways—one points toward true 
statesmanship; the second toward defense of the 
weaker elements and continued defense of procedures 
and methods that worked well 30 and 40 years ago 
but now need readjustments, or revitalization if you 
will, along with the changing picture of our general 
economy. In my opinion this second road, the vig- 
orous defense of the “status quo ante”, encourages 
the development of socialized medicine and den- 
tistry in spite of its protagonists who themselves 
may fear the role of true statesmanship in our pro- 
fession. Quite the contrary, if we wish to prevent 
such socialization, then we must all face the question 
squarely, exert leadership, and promote cooperation 
between our profession and local, State and Federal 
governments. If there is continued resistance with 
hesitancy to lead and develop plans, we shall surely 
be overwhelmed. 
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Ninth, medical research: What have we been 
doing in medical research over the years? In 1941 
the Federal government contributed slightly over 
$40,000 to our medical schools for research. In 
1952 the total Federal contribution to medical re- 
search was 36 million and this year about 186 mil- 
lion dollars.’ Part of this money will be spent 
within the armed services, Veterans Administration, 
Public Health Service and other government agen- 
cies, but the great bulk will be allotted for research 
within our universities and hospitals. Added to this 
there will be approximately 124 million dollars of 
private funds appropriated, making a total of 330 
million dollars. It is anticipated that in 1959 an- 
other 20 million dollars will be added.” This is 
approximately 2.2 per cent of our total bill for 
medical expenditure. Is this enough, or too much? 
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Money is not the only answer, as you well know. 
There must be qualified personnel to direct and par- 
ticipate in any research program. What is the rela- 
tionship between research and teaching? Obviously 
if a good teacher is interested in and produces good 
research, we have the optimum combination. On the 
other hand there are productive teachers who have 
little primary interest in research. At the moment 
various research programs are under pressure from 
various supporting groups—the Cancer Society, the 
Heart Foundation, poliomyelitis funds, multiple scle- 
rosis, crippled children, cerebral palsy groups. 
Should there not be better coordination? 

No large sums of money are necessary for basic 
research: consider the fundamental work of Albert 
Einstein and Neils Bohr in the splitting of the atom. 
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Project or developmental research, however, as in 
the last instance, and from a medical standpoint in 
the development of our antibiotics, may require vast 
sums. Moreover due to the foresight of the late 
Secretary Forrestal, we have now the National Se- 
curity Industrial Association. Pharmaceutical and 
other groups who are members of this Association 
invest substantially in development and testing. For 
example, there is the project of certain surgical in- 
struments fabricated or plastic, and the determina- 
tion as to whether some of our newer methods of 
whole blood preservation may be developed along 
practical commercial lines. Further exploration in 
these fields and proper appraisal of medical research 
and its position within the whole framework of medi- 
cine will be one of your problems. 

Certainly a growth of approximately 340 per cent 
within five years in Federal funds for medical re- 
search should perhaps give us cause for serious 
thought. 


EPILOGUE 


Perhaps the best philosophy of the situation in 
which all in our country find themselves today, and 
which applies equally well to the healing professions, 
is best expressed in an article called “An Inward 
Look” by Robert Oppenheimer :” 

“There is a widespread impression that we live 
from astonishment to surprise, and from surprise 
to astonishment, never adequately forewarned or 


forearmed, and more often than not choosing be- 
tween evils, when forethought and foreaction 
might have provided happier alternatives. 

“T think that the three weaknesses—in our ed- 
ucation, in our faltering view of the future, and 
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in our difficulties in the formulation of policy— 
have some common grounds; but they are not 
the same. . . . Certainly egalitarianism and our 
traditionally cherished tolerance of diversity, di- 
versity precisely on the most fundamental issues 
of man’s nature and destiny, his salvation and 
faith, certainly these qualities, long held as vir- 
tues, have much to do with our troubles in edu- 
cation where they define, as it were, the insoluble 
problem; they have much to do with the difficul- 
ties of prophecy and policy, which traditionally 
rest on consensus precisely with regard to these 
matters where we are dedicated to difference. The 
good fortune of the country, speaking in large 
terms and over the centuries, and its consequent 
optimism and confidence, have something to do 
with our troubles.” 
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Tranquilizer in Childbirth 


Still another use has been made of one of the 
tranquilizers: to relieve pain and to produce relaxa- 
tion during childbirth. 

The drug promazine was given intravenously to 
10 women by Drs. Stanley P. Wegryn and Robert 
A. Marks, New Orleans. Also given to the women 
were a spinal anesthesia and merperidine, a pain- 
relieving drug. 

Writing in the August 16 Journal of the American 
Medical Association, they said excellent results were 
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achieved in 57 of the women and good results in 29. 
Promazine has a “marked relaxing effect” and helps 
prevent vomiting. It also seems to have some prop- 
erties that help the patient to forget part or all of the 
labor. The drug should not be given to persons with 
asthma, since it produces brief nasal and throat 
congestion. 

The authors are in the department of obstetrics 
and gynecology, U.S. Public Health Service Hos- 
pital, New Orleans. 
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T HAS BECOME TRITE to observe that in 

both the medicine and the public health of highly 
developed countries infectious and nutritional dis- 
eases have become less of a problem than previously, 
whereas chronic diseases, loosely termed “degenera- 
tive”, in which genetic factors play a relatively prom- 
inent role, have become major considerations. It is 
the purpose here to scan briefly a few of the areas in 
which human genetics touches on the domain of those 
concerned with the public health. 

The genetic effects of ionizing radiation deserves 
first consideration because of their far-reaching im- 
plications. The possibility of inducing an intolerable 
burden of harmful mutations from the military, com- 
mercial, and medical use of these potent agents is 
a real one. Protection of the public health requires 
knowledge of physics on the one hand and genetics 
on the other, just as bacteriology and epidemiology 
were disciplines basic to classical public health prac- 
tice. The neoplastic effects of irradiation—leuke- 
mia is the clearest case in point—may be produced 
through a change in the genes of the parent cell type, 
so-called Significantly, chest 
for tuberculosis have been discon- 
tinued in some low risk populations because of the 
conclusion that the radiation risks outweigh the bene- 
fits which would be expected. 

A concept foreign to the thinking of most of us, 
from experience with drugs, for example, is that 
there is no threshold dosage of radiation below which 


somatic mutation. 


X-ray surveys 


mutation is mot induced. Any radiation is “bad”. 
In the second place, it does not matter how small 
the individual doses of radiation may be or how 
widely they are spaced in time. The accumulated 
dosage of a reproductive lifetime is the quantity to 
be considered in evaluating the genetic effects. In 
connection with mutations which are inherited—-mu- 
tation in the germinal cells which have their expres- 
sion in future generations—it is irradiation of the 
gonads which is significant and, of course, exposure 
of the gonads after the reproductive period has no 
significance as far as affecting the population. In 
the induction of leukemia exposure of hematopoietic 
This is 
the reason that the use of heavy x-ray therapy for 
Marie-Strumpell spondylitis has been accompanied 


elements of bone marrow is what matters. 
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by such an impressive incidence of leukemia in after 
years. Exposure of the fetus in utero not only car- 
ries the risk of producing congenital malformations 
if the irradiation is given in the sensitive early stages 
of embryonic development but germinal mutation 
may be induced in the fetal gonad. Therefore, ir- 
radiation of the grandmother may have an effect 
on a grandchild born many years later. X-ray pel- 
vimetry, which in some obstetrical clinics was prac- 
ticed in almost all cases, must be used with care. It 
is pointed out that in breech presentation of male 
fetuses the superficial location of the testes unpro- 
tected by either the legs of the infant or much thick- 
ness of maternal tissues must result in unusually 
heavy exposure during x-ray pelvimetry. 

The mutagenic potentialities of certain drugs must 
also be kept in mind. The nitrogen mustards, for 
example, can be shown in experimental situations 
to have this capacity. Although the mutagenic prep- 
erties of drugs have not represented a public health 
problem hitherto, in the future as potent agents 
against cancer and other disorders are developed, 
mutagenic effects may be an important, although 
subtle, aspect of drug toxicity. 

In evaluating the role of genetic factors in chronic 
illness the concept of multifactorial causation is of 
utmost importance. Heated arguments have been en- 
gendered by rigid thinking along lines of a single 
causative factor. The operation of the genetic fac- 
tor more often than not is by way of increasing (or 
reducing) the vulnerability of a given individual, 
or group of individuals, to a given disease which can 
be shown to be induced primarily by an environ- 
mental factor or agent. Differences in susceptibility 
to tuberculosis in different genetic stocks is well es- 
tablished from observation and finds experimental 
confirmation in the experiments of Lurie in pure 
strains of rabbits. Partially genetic control of sus- 
ceptibility to rheumatic fever is fairly convincingly 
demonstrated, although the role of the streptococcus 
as the primary inducing factor is, of course, not 
denied. About 40 years ago it was thought that a 
genetic factor operated in the pathogenesis of pel- 
lagra. With the emphasis, to be sure appropriate, 
on the nutritional factor, the genetic factor may have 
been excessively ignored. 
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The desideratum in studies of genetic determina- 
tion of suspectibility is definition of the mechanism. 
As a paradigm one can point to the recently eluci- 
dated genetic differences in susceptibility to hemo- 
lytic anemia from certain drugs. In Korea, when 
primaquine was given for malarial prophylaxis, a 
certain incidence of hemolytic anemia resulted. The 
predominant occurrence in Negro troops suggested a 
genetic factor in susceptibility. It has since been 
demonstrated that in something approaching 10° of 
Negro males there is an inherited enzymatic defect 
of the red blood cell which predisposes the red cell 
to hemolysis when exposed to one of a fairly large 
number of agents, including sulfanilamide and 
furadantin in addition to primaquine. The defect of 
the red cell is probably inherited as a sex-linked 
recessive, like hemophilia. It was a prior observa- 
tion that the children admitted to hospitals with 
hemolytic anemia from moth-balls were almost ex- 
clusively Negro and predominantly males. The basis 
for the distribution of moth-ball poisoning is the 
same as that just described. Favism, a disease of 
public health importance in some areas where the 
bean of Vicia fava is a staple food, probably like- 
wise has a genetic factor in the determination of the 
hemolytic crisis which is its prime manifestation; 
the mechanism of the genetic determination of sus- 
ceptibility to favism is probably the same enzyme 
defect of the red cell as is involved in the drug- 
induced hemolytic anemias mentioned, although fur- 
ther work on this point is necessary. Extending far 
beyond the intrinsic significance of these examples 
is the insight provided into the collaboration of genes 
and environment. This example illustrates that the 
controversy between nature and nurture is absurd. 
We are dealing here with examples of “necessary and 
sufficient causes’. Neither the drug nor the genetic 
defect is alone sufficient cause and both are neces- 
sary. 

What determines the “rheumatophilic” individual 
who is genetically predisposed to rheumatic fever? 
What is inherited by those individuals with a genetic 
suspectibility to coronary artery disease or hyper- 
tension? The answers to such questions as these 
will facilitate identification of high risk populations 
and guide measures of prevention. 

While discussing the role of genes in diseases in 
which environmental factors are of primary signif- 
icance, mention can be made of the recently described 
influence of infectious disease on the distribution 


of genetic defects in the population—an interesting 


“turn about”. 


In some populations in Africa the 
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incidence of the sickling trait is as high as 40% in 
the population. This puzzling observation demands 
explanation since one would anticipate that genes 
would be “lost” from the fact that especially in 
primitive societies the persons who are affected by 
the homozygous condition of this recessive gene and 
have full-blown sickle cell anemia succumb well 
before the age of reproduction. The explanation for 
the high incidence of the gene has been found to be 
that those individuals who are heterozygous for the 
sickling gene—i.e., have the sickling trait—have a 
relative resistance to malaria. Apparently Plasmo- 
dium falciparum parasitizes red cells containing sickle 
hemoglobin only with difficulty. Therefore in ma- 
larious areas of the world it is an advantage to have 
the sickling trait. This phenomenon is referred to 
as balanced polymorphism. The same phenomenon 
is observed in the case of Mediterranean anemia. The 
individuals carrying the trait have increased re- 
sistance to malaria with the result that the trait is 
exceedingly frequent in malarious areas such as 
Greece and Thailand. The impact of infectious dis- 
ease on the history of mankind is now familiar. A 
fascinating new chapter is being written with these 
discoveries of the inter-relationships of genetic con- 
stitution and disease. The sickle cell-malaria inter- 
relationship is, furthermore, perhaps the first clear 
definition of the mechanism by which a gene in- 
fluences susceptibility to infecticus disease. 

It is beyond the scope of this survey to make more 
than brief mention of the differences in blood group 
constitution which exist in groups of patients with 
particular varieties of disease. I refer to the excess 
of blood type A in patients with stomach cancer 
and of blood group O in patients with peptic ulcer. 
A possible explanation is that these diseases are, in 
considerable degree, genetically determined; that a 
single gene, or a group of genes, which increases the 
likelihood of these diseases occurring, is located in 
the same part of the same chromosome as the locus 
determining blood type; and that this segment of 
chromosome has in large segments of our population, 
as yet been incompletely separated through the proc- 
ess known as crossing-over. An alterative explana- 
tion which seems less likely is that the gene for a 
blood group has multiple effects, i.e., action extend- 
ing beyond the mere determination of antigenic con- 
stitution of the red blood cell. Yet another possi- 
bility is that the A gene in some way protects against 
peptic ulcer. 

The genetic aspects of medical geography, which 
previously concerned itself mainly with environ- 
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mental differences, is being developed to a high 
degree. Even in as heterogeneous a population as 
that of the United States the “melting pot” cannot 
possibly have functioned sufficiently long for com- 
plete alloy of differences in genetic susceptibility to 
disease. 

In the first part of this survey, discussion con- 
cerned broad implications of the genetic constitution 
of populations on the incidence of disease—the effects 
of ionizing radiations, the inter-relationships of 
genetic abnormality (or at least genetic polymor- 
phism) with disease as illustrated by the abnormal 
hemoglobins and malaria, the interplay of genetic 
and environmental factors in the production of dis- 
ease. In this second part discussion will concern the 
behavior of genetic disease in the family unit—the 
unit with which the local public health worker must 
concern himself just as does the physician. 

Of first importance are the laws discovered by the 
Bohemian monastic Gregor Mendel almost 100 years 
ago. Some diseases display what is referred to as 
a dominant pattern of inheritance. The disease trait 
is passed down from one generation to another with 
only half of the children of a single affected parent 
being affected. The example I will offer is the 
Marfan syndrome in which the affected person is 
likely to show dislocated lenses in the eye, ab- 
normally long and spidery extremities, and weakness 
of the aorta leading to aneurysm. Most “dominant”’ 
diseases show a wide range of severity. Some cases 
which on close analysis are almost certainly affected 
show such mild manifestations as to escape detec- 
tion. It is a rather good rule that in a given family 
the disease behaves in a relatively identical manner. 
The course in a given individual can be predicted 
from the course of events in older members of the 
family. Osteogenesis imperfecta (“brittle bones” 
with blue sclerae and progressive deafness) is an- 
other “dominant” disorder in which extraordinarily 
wide range of severity is observed. There are a few 
rare dominant traits such as aniridia (hereditary 
absence of the iris) in which the disease shows very 
little variability. The iris is either present or absent, 
the ratios of affected to unaffected are precisely as 
predicted by Mendel, and the theoretical pattern is 
followed precisely, with, of course, the expected 
chance deviations from the 1:1 ratio in individual 
families. Note that there is no sex difference in 
these so-called autosomal dominant traits. 


In the case of so-callel recessive traits (of the non- 
sex-linked, or autosomal type), the affected individ- 
uals get one “abnormal” gene from one parent and 
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one from the other. The disease manifests itself 
only when two abnormal genes are present, unlike 
the dominant traits which are manifested with the 
inheritance of only one abnormal gene. The ratio 
of affected to unaffected children of parents, each of 
whom carries the abnormal gene in single dose, is 
1:3, i.e., only one-fourth of children show the dis- 
ease. A disease inherited as a recessive tends to 
show several features of note: There is often con- 
sanguinity in the parents. If the parents are related, 
the chance of their carrying the same abnormal gene 
is increased. In the second place, the disease mani- 
fests itself in multiple members of one sibship 
(brothers and sisters) but not in successive genera- 
tions. It is important to the public health to note 
that the gene for a “recessive’’ disease is relatively 
wide-spread in the general population. For example, 
albinism is most often inherited as an autosomal 
recessive. By the so-called Hardy-Weinberg law it 
can be calculated that, although only one in 20,000 
individuals displays albinism, one in every 70 indi- 
In cystic 


viduals carries the gene “in single dose 
fibrosis of the pancreas the incidence of the disease 
is somewhere between 1 in each 600 and 1 in each 
1400 births but every 1 in 13 to 20 persons carries 
the gene in single dose. Prevention of reproduction 
by individuals manifesting a recessive disease trait 
can have little influence on the frequency of the gene 
in the population. As yet another generalization, it 
can be stated that most recessively inherited disorders 
are severe in their clinical expression with death 
before the age of reproduction whereas this is the 
exception for dominant traits. 

The classical example of a sex-linked trait is 
hemophilia. Carrier women transmit the disease to 
half their sons. Half the daughters of carrier women 
are themselves carriers. Color blindness of the com- 
mon type is also sex-linked. It is possible for a 
woman to be affected if her father is affected and 
her mother a carrier. In classical hemophilia af- 
fected females are rare because the disease is rare 
and the chances of an affected male and carrier 
female marrying is very slight. In color blindness 
females are more frequently involved because the 
trait is so much more common. 

Sex-linkage should not be confused with sex in- 
fluence or sex limitation. The gene for gout, for 
one example, and that for baldness for another are 
inherited as autosomal non-sex-linked dominants. 
However, because of hormonal considerations, the 
gene expresses itself almost exclusively in men. 


It can be stated as a general principle that, al- 
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though the usual behavior of a given disease (dom- 
inant, recessive, sex-linked) is helpful in counselling 
a family in matters such as having more children 
after the birth of an affected child, or such as whether 
an affected person should have children, it is neces- 
sary to analyze the mode of inheritance and general 
behavior of the disease trait in each family. What 
appears to be the same disease may be inherited 
as a dominant in one family but as a recessive or 
sex-linked trait in another. Furthermore, the clinical 
behavior in a given family—the severity of mani- 
festation and the grade of interference with perform- 
ance—must be evaluated. No arbitrary or categorical 
statements should be made since in one family a 
given disease may be of little importance, whereas 
its influence is devastating in another. Socially val- 
uable attributes may be inherited in the same family 
and may outweigh mild inherited disease. Even that 
«a person is affected by grave inherited disease does 
not preclude valuable contributions to some phase 
of human endeavor. As a case in point, I like to cite 
Henri de Toulouse-Lautrec who seems to have been 
affected by osteogenesis imperfecta. The pleasure 
he has provided with his paintings of gay Parisian 
café life will be familiar to the reader. 

Confusion exists with reference to many of the 
terms used in this field—congenital, genetic, heredi- 
tary, inherited, heritable, familial, heredofamilial. 
Congenital merely means “present at birth’. A con- 
genital condition may or may not be hereditary in 
its fundamental causation and future potentialities. 
It may, for example, be the result of some intra- 
uterine insult to the fetus, for example, fetal-mater- 
nal blood group incompatibility or maternal rubella. 
Congenital syphilis and congenital toxoplasmosis are 
not hereditary in the genetic sense. 

Genetic, inherited, hereditary and heritable are 
approximately synonymous. 

Familial merely indicates that a given disease 
“runs in the family”, i.e., occurs in multiple mem- 
bers of a family. Although the familial aggregation 
may be genetically determined, it may, on the other 
hand, have its basis in a common environment such 
as a common exposure to an infectious agent or par- 
ticular diet. Or, and this is most often the case, 
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environment and genetic constitution may collaborate 
in producing the observed familial aggregation. 
Familial and heredofamilial were used especially 
often in the past to indicate disease which occurred 
in multiple members of a sibship but not in the 
ancestors or descendants. In other words, it was used 
particularly for “recessive diseases”. Actually, a 
recessive disease is just as genuinely inherited from 
the parents as is a dominant disease, even though the 
parents do not manifest the disease. 

A mistaken impression is that genetic disease is 
A fatalistic attitude 
toward genetic disease is rather prevalent. One need 
only cite diabetes and gout to indicate the fallacy 
of this impression. Phenylketonuria is a recessively 


not susceptible to treatment. 


inherited disorder in which severe mental impair- 
ment occurs as the most serious manifestation. It is 
now clear that if the infant affected with this dis- 
order can be recognized early enough and maintained 
on a phenylalanine-free diet development will pro- 
ceed normally. Galactosemia, a disease resulting 
from the enzymatic incompetence of the infant to 
metabolize milk sugar, may prove another example. 
Dietary therapy in the form of low fat intake for 
persons with genetic suspectibility to coronary artery 
disease is yet another case in point. Admittedly 
these are patching procedures. 

This brings us to a consideration of screening for 
genetic disease. Would it not be justified to test the 
diaper urine of all infants who are brought by their 
mothers for 6 weeks check-up, to see if there are 
signs of phenylketonuria? Screening procedures can 
be rendered more efficient if genetic factors are ap- 
preciated. For example, in diabetes-detection drives, 
the members of families of diabetic individuals par- 
ticularly should be urged to cooperate. 

It is beyond the scope of this brief survey to dis- 
cuss the genetic indications for sterilization. Usually 
the cases in which an indication is present are in- 
stances of intellectual and moral degeneracy in which 
the genetics is complex. Most states have laws bear- 
ing on sterilization. 


The Johns Hopkins Hospital 
Baltimore, Maryland 
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A Clinical Entity 


LEEDING is the common pernicious factor in 
subarachnoid hemorrhage, coronary occlusion, 
gastrointestinal bleeding, epistaxis and many other 
diseases. These diseases have been considered to be 
and are treated as separate entities. I have advanced 
the theory that they may instead be a single dis- 
ease, I have called the disease Spontaneous Hem- 
orrhage and maintained that it is a clinical entity 
in itself, that it is hormonal in origin and that its 
infinite manifestations depend upon where it strikes. 
The results of the application of this theory have 
been reported in previous articles. This discussion 
is limited to three aspects of this disease: the con- 
cept of a bleeding state, an interpretation of the 
pathology and the problem of hemostasis. 

The theory is that man has the capacity to mo- 
bilize a constellation of forces which, by their inte- 
gration and interaction, creates a bleeding site and 
produces a hemorrhage, usually without warning, 
apparent reason or cause. These forces are derived 
from the mechanism for bleeding which man already 
possesses—the menstrual cycle. I consider the bleed- 
ing phase of the menstrual cycle to be a form of 
spontaneous hemorrhage that nature sanctions for a 
special purpose. Since both sexes have all the pre- 
requisites for bleeding except the uterus and the 
cycle, then this same or a similar hormone complex 
may come into existence and causes bleeding in 
locations not sanctioned by nature. 

The postulate of a vascular toxin is necessary to 
uphold this theory. This toxin is produced by hor- 
monal changes analogous to those which create the 
toxin that precipitates the bleeding phase of the 
menstrual cycle**. One can only surmise where this 
toxin will attack and whether variants have a pecu- 
liar affinity for certain arteries, veins or capillary 
beds, or if conditions in the vessels render them more 
vulnerable to injury. 

Sudden, unexpected and often unsuspected hem- 
orrhage is by no means rare. In fact, it is so common 
that there are few indeed who have not had this 
experience during their lifetime. The most common 
forms, epistaxis and rectal and uterine bleeding, are 
relatively benign. But when blood is released sud- 
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denly into cavities, organs or spaces, such as the 


brain, the eye, the walls of arteries, the gastrointes- 
tinal tract, the bronchial tree, the genitourinary sys- 
tem, or elsewhere, the results can be calamitous and 
even catastrophic. One small drop invading the wall 
of a coronary artery, especially in the young, can 
end in a fatality just as well as a much larger quan- 
tity suddenly liberated into the gastrointestinal tract. 
If this theory proves to be correct, then this disease 
has a higher morbidity and mortality than any other 
human affliction and is one with which every branch 
of medicine must contend. 

Before making the diagnosis of spontaneous hem- 
orrhage, one must eliminate all other causes of bleed- 
ing. The so-called hemorrhagic disorders as well 
as bleeding arising from tumors, hiatus hernia, in- 
fections and others of a similar nature are not 
included. I believe gastrointestinal bleeding, includ- 
ing bleeding peptic ulcers and esophageal varices, 
as well as many other sources of hemorrhage men- 
tioned during this discussion, to be forms of this 
disease. 

Delayed hemorrhage after operation or trauma 
also is included. Such bleeding occurs usually six 
to ten days after the procedure or injury, as, for 
example, delayed posttonsillectomy hemorrhage, but 
it may be manifest during or immediately after op- 
eration by uncontrollable oozing. In many hospitals, 
obtaining bleeding and clotting times is routine, but 
these tests cannot be considered as absolute assurance 
that there will be no tendency to bleed. 

There are no abnormalities of the blood that can 
be useful for establishing the diagnosis since the 
findings are not consistent. Anemia may indicate 
that one or more hemorrhages have occurred. On the 
other hand, low grade polycythemia is fairly fre- 
quent and may point to a potential bleeder. Co- 
agulation factors during a hemorrhage are normal, 
and cell counts and characteristics and serum analy- 
ses are not altered enough to be significant. 

An extensive clinical experience, a few facts and 
much speculation are the only means of supporting 
this theory at present since no laboratory or other 


criteria exist by which this disease can be discovered 
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or its course observed. Although blood may be very 
much in evidence, even the bleeding site in a large 
proportion of cases cannot be found. The cause of 
bleeding is even more nebulous than the sources. 
The term “spontaneous” is more fitting than idio- 


pathic bleeding or hemorrhagic diathesis, but neither 
properly describes this disease. 


THE BLEEDING STATE 

The menstrual cycle has a mechanism for starting 
the bleeding and another for stopping it. An attack 
of epistaxis also must have a mechanism for starting 
the bleeding and, as happens in most instances, 
another for stopping it. When this mechanism fails 
in menstruation, the bleeding is known as functional 
uterine hemorrhage and certain measures, including 
the administration of estrogen, are taken to stop it. 
When this mechanism fails in epistaxis, then other 
measures, such as packing, pressure, cauterization 
and, in extreme cases, ligation of the facial artery, 
become necessary. But hundreds of times I have 
found that administering estrogen is much more ef- 
fective and quickly halts the bleeding. Menger® also 
reported this experience. 

Regardless of the lesion, whether it be a bleeding 
peptic ulcer, uncomplicated internal hemorrhoids, 
varicosities of the esophagus, erosive gastritis, or any 
other similar lesion, no patient bleeds all the time. 
When subtotal gastrectomy is done to excise a bleed- 
ing gastric ulcer, an open vessel frequently is found 
peering out of its base but there is no blood in the 
stomach. When epistaxis is arrested by estrogen, 
the open vessel can be seen easily but no blood is 
escaping. Even when a patient is bleeding, blood 
will not flow from any other site since wounds made 
for reaching these lesions do not bleed more than is 
expected and heal promptly. 

Therefore, there must be circumstances and con- 
ditions under which a patient will bleed and another 
under which he will not bleed, and there must be a 
decided difference between the two. That difference 
cannot be in the lesion but must be in the organism 
itself. If the organism is not prepared for bleeding, 
there will be no hemorrhage. When it is prepared, 
regardless of whether or not a lesion is open, one 
will open and the bleeding can be of any proportions 
from a few drops of blood to a massive hemorrhage 
which can be one of the most formidable and alarm- 
ing problems in medicine. The bleeding state then 
means that the circumstances and conditions for 
bleeding have been created and have come to fruition. 

The bleeding state does not refer to the hemor- 
rhage alone but to the period of changing metabolic 
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activity which precedes the bleeding and makes it 
not only possible but imperative. It is analogous 
to the premenstrual period and is the time of rapid 
hormonal changes. The bleeding state is therefore 
a state of hormonal imbalance which inevitably leads 
to bleeding unless it is interrupted or neutralized. 

The bleeding state is not a permanent state. Hence, 
it is episodic, with intervals that might be years 
apart. It is something the organism is capable of 
after the proper circumstances and conditions have 
initiated the process. This process, of course, has 
many steps, nearly all of which are unknown. As 
they approach their summit, the patient may become 
restless, irritable and insomnic. The pulse increases 
in rate and volume, and the face becomes slightly 
flushed. Occasionally both men and women tell of 
hot flushes before the bleeding begins. Often ihere 
is a history of tension, stress or other em ional 
hyperactivity preceding the bleeding. Headache is 
common just before an intracranial hemorrhage or a 
nosebleed. Frequently a history of epistaxis in child- 
hood denotes the endocrine balance has been unstable 
and is more likely to be sensitive. 

If this period can be recognized, preventing the 
hemorrhage may become possible, but no applicable 
tests or standards have been invented. However, 
certain personality changes, while not too reliable, 
can be useful. They are irritability, mild depres- 
sion, insomnia, and evidence of tension and stress 
which are comparable to the symptoms of premen- 
strual tension. 

I have previously pointed out that during a mas- 
sive hemorrhage the whole organism seems bent 
upon pumping out every drop it can from whatever 
lesion it has created for that purpose. Only recently 
has the massiveness of the bleeding been the subject 
of other comment. Child and Donovan"™, discussing 
the problems of bleeding from esophageal varices 
in patients with portal hypertension, say: 

sefore considering in detail portal hypertension 
due to extrahepatic and intrahepatic block, we should 
like to comment on several problems common to 
both types. The first concerns the immediate etiology 
of the massive hemorrhages that threaten the lives 
of these patients. At first thought, the cause of 
hemorrhage from varices seems simple enough, but 
proof of why patients bleed massively from esopha- 
gogastric varices has proved elusive. 

Pathologists who describe what they see at autopsy 
have learned that in about 50% of patients dying 
of variceal hemorrhage frank ulceration is present; 
in 40% there appears to be a clean tear, as though 
the varix had ruptured mechanically; and in the 
remaining 10% a site of hemorrhage cannot be dem- 
onstrated. 
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The two conventional explanations, therefore, for 
hemorrhage are rupture due to increased pressure 
and ulceration secondary to esophagitis. If high 
pressure be the explanation, why do not the other 
varices such as those of the coronary system or in the 
retropancreatic area, likewise bleed massively? In- 
traperitoneal variceal hemorrhage, however, is almost 
unheard of. Or if ulceration be the primary cause 
of a given hemorrhage, why is this not preceded by 
dyspepsia suggesting esophagitis? Yet, in patients 
with varices, incompetence of the esophagogastric 
sphinteric mechanism has not been demonstrated. 
From time to time it has been intimated that the 
hemorrhagic diathesis associated with portal hyper- 
tension and congestive splenomegaly might precipi- 
tate esophagogastric hemorrhage. At present, the 
consensus is that thrombocytopenia does not initiate 
bleeding, though it may encourage continuing hem- 
orrhage. 


They report a case of a young woman with portal 
venous thrombosis for whom a limited esophagogas- 
trectomy was done to protect her from bleeding if the 
varices should recur. Two years later, all the varices 
had reappeared but bleeding did not recur during 
the follow-up period of five years. However, in a 
postcript to their article, they report that she bled 
massively six months later. While the intervals 
between bleeding attacks usually are not so long, 
this case illustrates the persistence of the disease 
and the eventual return of the bleeding state to those 
who have it. 

The difference between a slight hemorrhage and 
massive bleeding is obviously only one of degree. 
Moreover, the quantity of blood lost does not depend 
upon the blood pressure, size of the lesion or the 
magnitude of vessels. A blood vessel does not open 
and permit blood to escape passively. Instead the 
bleeding is sometimes so massive that another force 
apparently must be involved, a force that has such 
fury and violence that it resists all efforts to arrest 
the hemorrhage and causes exsanguination, shock 
and death with startling rapidity. That force must 
be the power of the bleeding state immediately before 
the hemorrhage, a force that is now intangible and 
cannot be identified or measured. 


PATHOLOGY 

The lesions from which blood is released are many 
and varied. They vary all the way from gross, 
easily-discovered vessels to apparently no lesions at 
all. The absence of a lesion must be considered as 
an actual fact and not the failure of investigators 
to find it. This paradox stems from the nature of 
the disease. 


Similarly the lesion may disappear 
without a trace, as in the nose, or the released blood 
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may produce damage through the process of absorp- 
tion, especially in the walls of blood vessels. Cases 
of spontaneous bleeding into the knee joint, the peri- 
cardial sac and the Bartholin ducts creating bilateral 
cysts denote that this disease is no respecter of struc- 
tures. 

The terms erosions, weakening of walls, medial 
necrosis, vascularization processes, telangiectasia, 
varicosities, rupture of vessels, aneurysms, capillary 
fragility, bleeding ulcers and erosive gastritis are the 
vocabulary of this disease; but the most common 
statement, and one with which there seems to be no 
disagreement, is that in a large proportion of cases, 
no lesion can be found. Granulomatous tissue often 
is given at the source of bleeding. This kind of 
tissue cannot bleed enough, except from large sur- 
faces, to cause death without the power of the bleed- 
ing state behind it as the following case demonstrates : 

A Negro woman, age 41, had an unventful con- 
valescence from a hysterectomy for a benign lesion 
and left the hospital in excellent condition after ten 
days. Four days later profuse vaginal bleeding 
suddenly occurred, and she was readmitted, in shock. 
The vagina was packed, several tranfusions were 
given, and the bleeding stopped. After four more 
days, her condition much improved, the pack was 
removed and she was allowed to be out of bed. Eight 
days later she began bleeding again and was taken 
to the operating room. Through a vaginal speculum, 
the source of blood was found to be the edge of the 
vagina where the uterus had been amputated. The 
abdomen was entered, ligating sutures were put into 
this cuff, and a pack again inserted into the vagina. 
One hour later blood was pouring through this pack. 
Twelve hours later, the abdomen was reopened. A 
large quantity of blood was found in the peritoneal 
cavity, and another attempt was made to suture the 
cuff. But the bleeding could not be controlled and, 
despite adequate blood replacement, she died 25 days 
after the original laparotomy. Postmortem examina- 
tion revealed no other source of bleeding than the 
narrow rim of granular tissue around the vaginal 
cuff. 

The clinical picture is complicated by the fact 
that an obvious source of bleeding may not be the 
actual source and, further, that the source of bleed- 
ing can be transient. For example, Brick and Pal- 
mer" say, ‘The observations presented imply an 
important warning against immediate assumption 
that esophageal varices are at fault when the cir- 
rhotic patient presents himself with massive hemor- 
rhage.” They point out that such patients, even 
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though they have varices, can have almost any other 
lesion for bleeding as those who are without cirrhosis. 
Then they confirm what surgeons seldom recognize 
while they are searching for a bleeding point in the 
stomach: “This important disease (erosive gastritis) 
one must note, is an ephemeral one. Large areas of 
the superficial layer of the gastric mucosa may sud- 
denly exfoliate, to permit massive hemorrhage but 
it heals just as quickly.” Exfoliation and re-crea- 
tion of another mucous membrane, the endometrium, 
also is attended by bleeding and is a prominent 
feature of the menstrual cycle. 

The results of hemorrhage may be divided roughly 
into two categories: first, bleeding into open spaces 
in which the blood is not confined and _ inflicts 
injury not only because of the actual loss of blood 
but also because of the insult to these spaces, such 
as the gastrointestinal tract and the lungs, in which 
it is lost; and second, release of blood in small quan- 
tities into organs and cavities where it can do ir- 
reparable damage. 

There is no need to enlarge upon the results of 
spontaneous bleeding into closed spaces since, with 
one exception, they are too well known to require 
further comment. That exception is the vasculari- 
zation process described by Paterson’, Wartman™, 
and Winternitz™ and his group, as well as others, 
from which blood invades the walls of the large 
arteries and initiates coronary thrombosis as well as 
other lesions. 

These vascularization processes are, according to 
Paterson", the cause of 90% of coronary occlusions 
as well as an obvious reason for the progressive 
build-up of plaques. A network of capillaries de- 
velops at one small point in the intima of a coronary 
artery and one of these capillaries then ruptures. 
The release of even a drop of blood in such a vital 
spot can be fatal. Although it may not occlude the 
artery by mechanical means it can be the precursor 
of a thrombus. 

Moffatt, Paterson and Mills’ recently developed 
a simple way of demonstrating, almost grossly, these 
vascularization processes in arteries. The media is 
separated from the intima and the intima, stretched 
on a glass slide, is put in a refrigerator for three or 
four days. The color changes from an opaque yel- 
low to a slightly transparent gray in which can be 


seen the red streaks and dots representing the capil- 
laries and hemorrhage. Under low magnification of 
the dissecting microscope, the capillary network and 
minute collections of free blood can easily be ob- 
served. Recognition of these vascularization proc- 
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esses as the forerunners of serious disease in any of 
the large vessels and of the heart can be of far 
greater practical value than the current commotion 
over the cholesterol content of the blood. 

Abundant evidence indicates that the liver has an 
important role in the metabolism of estrogen. Lloyd 
and Williams believe that the ability of the dam- 
aged liver to inactivate estrogen is so much impaired 
that the circulating estrogen, particularly the uncon- 
jugated or the biologically active form, is increased, 
even though the total amount is still less than in the 
normal individual. After giving estrogen to a cir- 
rhotic patient with gynecomastia, Coodley and 
Molle! observed that the fall in estrogen secretion, 
pirticularly the ratio of free to total estrogens, paral- 
leled the improvement in liver function. Since bleed- 
ing from esophageal varices is often associated with 
cirrhosis and hence with a disordered estrogen me- 
tabolism, this situation offers a special opportunity 
for studying the relation of estrogen to bleeding. 

According to my theory of spontaneous hemor- 
rhage, esophageal varices, indeed varices almost any- 
where, are not entirely due to obstructive phenomena 
but also to the attack of a vascular toxin on the 
veins. The interplay of these forces creates the 
varices. If that is true, then these venous dilatations 
will not remain static but will fluctuate with hor- 
monal changes. It is a common observation that in 
some women who have varicose veins of the legs, 
these veins become extremely painful and dilated 
and have the semblance of being inflamed just before 
menstruation begins. During pregnancy varicosities 
sometimes enlarge tremendously, occasionally spread 
over the vulva and are not unknown even on the 
arms, the breasts and the abdomen. Such veins can- 
not be the result of venous obstruction. 

That esophageal varices are constantly changing 
apparently must have come as a surprise to Palmer”, 
but he did not refer their variable behavior to the 
endocrines. He declared: ‘Following perfection of 
operations for limiting or reducing varices by shunt- 
ing portal blood around the liver, it became evident 
that the dynamic capabilities of varices had pre- 
viously been badly underestimated. It was a revela- 
tion to discover that esophageal varices must be 
expected to wax and wane even though the liver his- 
topathology remains static.” Other comments on his 
study of these varices in 133 patients are worth 
quoting: 


It is clear that to the clinician the most significant 
characteristic of the natural history of esophageal 
varices which are secondary to cirrhosis is their pro- 
pensity toward unpredictable dynamic fluctuations. 
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Varices are constantly changing in diameter and 
extent, to the point of disappearing entirely from 
time to time. When only spot checks are made and 
examinations are carried out only during the fasting 
state, as in the present study, it is likely that many 
and major fluctuations pass unrecognized. Varices 
which seem static when observed at long—or even 
short—intervals may have undergone wide variations 
during the interims. . . . These dynamic variceal 
fluctuations, particularly the disappearances and re- 
appearances, create important practical problems in 
the management of the patients with cirrhosis. 

It is not possible, for instance, to determine even 
the incidence of esophageal varices in cirrhosis. The 
best one can do in order to fill the need for a figure 
for purposes of his clinical thinking is to say that, 
with the ordinary opportunities which present them- 
selves for the study of cirrhotic patients, a certain 
per cent—68% in local experience—will be found 
to have varices. It is to be understood, however, that 
failure to find varices upon a single esophagoscopic 
examination gives no assurance that varices are not 
potentially present, and that hemorrhage from varices 
is not an imminent threat. . . . Obviously one does 
not recommend surgical portal decompression if 
varices are not found, yet a repeat examination only 
a short while later may reveal severe varices for 
which operation must be urged. 

These variceal vagaries express themselves in an- 
other way: there is a group of patients of not incon- 
siderable size for whom portacaval shunt is recom- 
mended because of large varices and perhaps a his- 
tory of hemorrhage, but in whom a second preopera- 
tive examination reveals that the varices have 
disappeared. This usually engenders a certain degree 
of embarrassment for all concerned. 

... The level of the portal venous pressure showed 
no correlation with the diameter or extent of the 
varices, and could not be estimated even roughly 
from the esophagoscopic appearances. The pressure, 
like varix severity, varied considerably from time 
to time, without relation to changes in the clinical 
picture. 


The episodic nature of the bleeding, the multipli- 
city and variety of the lesions, the disproportion 
between the size and character of the lesions and 
the quantity of blood which escapes from them, as 
well as the rapidity with which they come into being 
and then disappear, also point to the existence of a 
vascular toxin and justify the opinion that the lesions 
are temporary outlets for the release of blood during 
the bleeding state. Their transience can be easily 
seen in the stomach, the hemorrhoidal plexus and 
the nose, where the engorgement of the nasal mucous 
membrane promptly subsides while the bleeding ves- 
sel is still open. Normally, no vessel on the nasal 
septum is capable of carrying so much blood. 

Similarly, open vessels which are not bleeding 
frequently are found in the stomach and in non- 


specific ulcers of the small intestine. Several facts 
lead to the conclusion that bleeding peptic ulcers are 
primarily bleeding lesions which heal after the bleed- 
ing state has disappeared and their mission has 
been accomplished. The majority of such ulcers 
are asymptomatic, they are smaller and differ in 
construction from inflammatory ulcers and the bleed- 
ing seldom depends upon the penetration of vessels”. 
That ulcers will invade the large vessels of the stom- 
ach is especially suspected. Certainly perforating 
ulcers bore right through highly vascular tissues 
without bleeding. Bleeding happens sometimes after 
the perforation but the incidence of these overlapping 
syndromes increases with age and parallels those of 
other vascular accidents. 

In the brain, the eye, and the walls of arteries 
where the blood cannot escape, the rate and explosive- 
ness of the bleeding determine the outcome; but even 
under these circumstancs, the actual bleeding lesion 
is elusive. The quantity of blood lost is much less 
important than where it has accumulated. 

The opinion that the bleeding lesion is secondary 
to the bleeding state is upheld by the fact that after 
the lesion has been unquestionably eliminated in one 
way or another, bleeding from other lesions in the 
same or different tissues all too frequently occurs. 
The new lesion is created by the return of the bleed- 
ing state and provides another analogy to the bleed- 
ing phase of the menstrual cycle. It is not unusual 


for women after hysterectomy to have vicarious men- 
struation from the rectum, nose, stomach and breasts 
when the normal exit for bleeding has been with- 
drawn 

A connotation of this opinion is if a lesion has 
been successfully abolished or the hemorrhage ar- 
rested, the patient has been relieved only of the 
immediate threat and has not been cured of the 
disease. Upon the return of the bleeding state, there 
will be another lesion and another hemorrhage. The 
following case illustrates this point: 

A 50 year old white man who was extremely ir- 
ritable and tense had been known to have a duodenal 
ulcer for a number of years until partial obstruction 
of the duodenum demanded relief and a posterior 
gastrojejunostomy was done. The operation relieved 
the obstruction but not the pain, and three years later 
vagotomy was done and was successful. The first 
hemorrhage was from the lungs 14 months after the 
vagotomy. Roentgen ray studies and bronchoscopy 
failed to reveal the source of bleeding. Repeated 
gastrointestinal bleeding, sometimes with hemoptysis 
and at others with only tarry stools, followed during 
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the next two years. Roentgen examinations failed to 
disclose the source of bleeding in the gastrointestinal 
tract. 

After a massive hemorrhage, partial gastrectomy 
was done. When the stomach was opened, no source 
of bleeding could be found. The pathologist later 
reported erosive gastritis with two small ulcers. Six 
years elapsed before the patient had a massive hem- 
orrhage from a telangiectatic area at the base of his 
tongue. This hemorrhage was quickly controlled with 
intravenous estrogen. A few months before this epi- 
sode, he had had an epithelioma of the lip treated 
with roentgen ray. A small, painful ulcer which per- 
sisted became a constant annoyance. Six months after 
the last hemorrhage, he agreed to have the ulcer 
excised. Twelve hours after operation he had a mas- 
sive hemorrhage from his nose which also responded 
quickly to estrogen therapy. 


THE PROBLEM OF HEMOSTASIS 


Arresting the hemorrhage is the first concern of 
the clinician, and the problems connected with this 
kind of bleeding are not simple. If he turns to the 
literature for guidance, he encounters such a volume 
of contradictory information and advice as to leave 
him with a baffling and confused sense of indecision. 
Should the nose be packed when it is known that 
blood will pour right through the packs, or the sep- 
tum be cauterized at the risk of permanent injury? 
Of what value are roentgen studies of the gastro- 
intestinal tract when clinicians of equal merit differ 
over whether they should be done and when there 
is the likelihood that no source of bleeding will be 
found even though blood is very much in evidence ? 

Suppose a bleeding peptic ulcer, erosive gastritis, 
or no lesion at all is present; is the heroic and em- 
piric treatment of gastrectomy justified when there 
is always the possibility of recurrence as well as the 
one of creating a digestive cripple? Why should 
the hemorrhoidal area sometimes continue to bleed 
for days after every possible bleeding point has been 
carefully ligated? What should have been done for 
the patient who bled to death from an insignificant 
granular area around the cuff of the vagina or for 
the other who bled from the back of the tongue and 
nose years after the bleeding area in the stomach 
When blood 
should be given, or should transfusions be withheld 


had been excised? and how much 
altogether? What are the indications for operation 
when surgical interference during a hemorrhage has 
such a high mortality? What is the treatment for 


bleeding when the lesions are unknown or inacces- 


Vou. 85, 1958 


sible such as those in the genitourinary tract, the 
bronchial tree or the pancreas? 

The principal reason for such a diversity of opin- 
ion is that spontaneous bleeding is considered to be 
and is treated as if it were surgical or traumatic 
hemorrhage. From this misconception and others 
pertaining to hemostasis, stem a host of notions and 
beliefs that are utterly without foundation. 

Traumatic or surgical hemorrhage is what the term 
implies. There is a definite place and a definite 
point from which blood is escaping. The location 
must be within the restricted area of injury and 
needs only to be explored for one to find and control 
the hemorrhage. Spontaneous hemorrhage arises 
from a change in the vessel wall and seldom is due 
to the actual penetration of the walls of large ves- 
sels. In traumatic hemorrhage, a large vessel must 
be opened for enough blood to escape to be of con- 
sequence, but in spontaneous hemorrhage, a huge 
quantity of blood can be. forced out of apparently 
trivial lesions. 

Other factors than trauma or the penetration of 
vessels must be the cause of spontaneous bleeding. 
These factors must arise from a systemic disorder 
which, in my opinion, lies somewhere in the endo- 
crine balance. The problem of hemostasis in spon- 
taneous bleeding has been either ignored or neglected 
or managed as if it were traumatic hemorrhage. The 
literature makes no distinction between the two and 
thus the fallacies of this approach have been per- 
petuated. 

Perhaps the principal fallacy is that the coagula- 
tion mechanism of the blood is the leading agent for 
controlling a spontaneous hemorrhage, especially 
when the bleeding vessel is obscure or cannot be 
reached. While I am not denying the value and im- 
portance of coagulation, obviously the time necessary 
for producing a clot of sufficient density and tenacity 
to obstruct a vessel is far too long for the clot to be 
useful. In fact, clotting and bleeding times have a 
lesser place in this condition than in traumatic 
bleeding. 

Hoffman’s*! summary of the current thinking on 
hemostasis agrees with the opinions of nearly all 
investigators, but it applies to traumatic hemorrhage. 
He says: 


That the clotting of blood is in some way related 
to the arresting of bleeding is obviously suggested 
from the nature of the clot. Centuries ago the clot 
was already thought of as a mechanical plug or a 
seal. But modern research has cast some doubt on 
the importance of fibrin in hemostasis and has cer- 
tainly brought to light other factors involved in 
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the process. The complicated nature of the hemo- 
static process is shown in the twofold paradox that 
in hemophilia, in which the clotting time is greatly 
prolonged, the bleeding time may be normal and that 
in thrombocytopenic purpura the bleeding time is 
prolonged even though the clotting time is frequently 
normal. 

Direct visualization of small blood vessels dur- 
ing local hemorrhage induced by the cutting of a 
single vessel has shown that the first reaction to the 
injury is reflex constriction of the open end of the 
vessel. This contraction is not sufficient to arrest 
the flow of blood but it may diminish its speed. 
Agglutination of platelets and adherence of the plate- 
lets to the wall of the injured vessel soon occur and 
may produce a platelet plug. The disintegrated plate- 
lets in this plug as well as in the surrounding tissues 
produce vasoconstrictor substances which enhance 
and prolong the constriction of the cut vessel and 
also cause constriction of neighboring vessels. In 
most instances these events are sufficient to cause 
cessation of bleeding in two minutes without the aid 
of a fibrin clot. In more adverse circumstances the 
bleeding is sufficiently prolonged for a fibrin clot to 
develop in the surrounding tissues and in association 
with the platelet plug. Now bleeding is stanched by 
(1) the further constriction due to the liberation of 
more vasoconstrictor substances from platelets dis- 
integrated by the accumulated thrombin, (2) the 
diminished blood flow, (3) the increased resistance 
of surrounding tissues as the shed blood accumulates 
in them, and (4) the combined plugging by the 
agglutinated platelets and the fibrin clot. Capillary 
bleeding may be arrested through the adhesion of 
opposing surfaces of endothelium as contraction takes 
place. 


To this statement can be added Quick’s™ opinion 
that the adhesion and constriction of opposing sur- 
faces will not only arrest bleeding in capillary ves- 
sels but in larger vessels as well. They are factors 
in maintaining a complicated progression of events 
in an orderly cycle of reactions by various com- 
ponents of blood and tissue which stops bleeding 
before the agglutination of platelets hardly has 
begun. 

If the clinician searches the literature for the 
orderly and complicated progression of events which 
stanches a spontaneous hemorrhage, he will find no 
information at all on the differences between the 
hemostatic processes in a severed vessel and in a 
diseased vessel incapable of adhesion, constriction 
and retraction. Yet there must be such a cycle of 
reactions since the menstrual flow gradually dwindles 
and stops and the majority of spontaneous hemor- 
rhages cease without interference. The menstrual 
flow is arrested through endocrine changes, and it 
is reasonable to assume that spontaneous bleeding 


also reacts to similar changes. 


Another misconception is that immediate blood 
replacement is as essential for spontaneous bleeding 
as it is for traumatic or surgical hemorrhage. But 
patients who are bleeding spontaneously seem to 
withstand the loss of large quantities of blood with 
impunity, and it is possible that the sudden release 
of the bleeding state is just as much the cause of 
shock as the quantity of blood lost. Since the nature 
of the shock may be different and transfusions only 
may aggravate it, I withhold them until the bleeding 
stops or is stopped with the hormone, or else give 
the hormone with a transfusion by inserting it into 
the tube. I have not had occasion to regret this delay. 

The management of the following case illustrates 
this point: A 74 year old, poorly nourished white 
woman fainted in her home and was quickly put in 
bed. She was extremely pale, and the blood pressure 
was 90/60 mm. Hg. Just before my examination, 
she had a small black stool. Assuming she had a 
gastrointestinal hemorrhage from an asymptomatic 
lesion, I gave her 20 mg. of estrogen intravenously 
and sent her to the hospital. Her condition on ar- 
rival was much improved, but there were only 3 gm. 
of hemoglobin in 100 cc. of blood. Twelve hours 
later, 10 mg. of estrogen was given, and as the im- 
provement continued, a transfusion was started. 
Three days later she had a small black stool, and 
another 10 mg. of estrogen was administered. After 
an hour, she received 500 cc. of blood. The bleeding 
seemed to be completely arrested, and two more 
transfusions were given during the next two days. 
She has been free of bleeding for ten months, is 
rapidly gaining strength and weight, and the blood 
hemoglobin is approaching 11 gm. The source of 
the bleeding could not be found. 

Osler*, besides noticing that purpura may occur 
with or replace menstruation, observed a tremendous 
difference in the acceptance of transfusions between 
patients with spontaneous hemorrhage and those with 
traumatic bleeding. Rienhoff*, describing a case in 
which the patient died from spontaneous bleeding, 
again called attention to this point: 


The lesson that should be learned, it would seem, 
is that regardless of the fact that almost unlimited 
quantities of blood are available in blood banks, or 
even fresh blood for that matter, after a certain num- 
ber of transfusions, for some unknown reason, the 
platelets in the recipient’s blood will disappear and 
the patient will succumb to an (as yet) unexplained 
type of purpura. In the past it was always claimed 
that in the case of continuous and massive trans- 
fusions something was lost in repeated or prolonged 
hemorrhages that cannot be replaced from a donor. 
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In my experience, massive transfusing is not the 
innocuous procedure it is generally considered to be. 
Even a single transfusion may renew a hemorrhage, 
not by raising the blood pressure but by upsetting 
the whole organism. Moreover, pouring blood in just 
to have it poured out may deepen such shock as is 
already present. 

The first objective of emergency therapy is to do 
what nature so often does—convert the bleeding state 
into the non-bleeding state. That nature is capable 
of accomplishing this feat is beyond question even 
when large vessels have been bleeding. I believe 
estrogen given intravenously the best agent now avail- 
able for this purpose. However, I do not consider 
this agent to be completely adequate. When the 
toxin is discovered, or better means for measuring 
the circulating hormones are invented, perhaps other 
compounds will be found for converting the bleeding 
state into the non-bleeding state. 

Bleeding into closed spaces or the walls of large 
vessels compounds the problems. Perhaps admin- 
istering estrogen can only prevent the extension of 
the lesion. If the blood escapes under pressure or is 
released suddenly, irreparable damage can be done 
almost immediately and long before any therapy 
directed at the bleeding itself can be undertaken. 

The action of estrogen is undetermined. Whether 
it constricts the vessels, has serotonin-like qualities 
or neutralizes the vascular toxin I have postulated 
is, of course, unknown. That it has a telling effect 
can be seen easily in the nose. In other cases, the 
color of bleeding vessels changed from a dusky 
cyanotic purple to a normal hue while the bleeding 
stopped even though the apertures were plainly vis- 
ible and had no clots in them. This hormone will 


not stop the bleeding like one shuts off a faucet. It. 


requires time for its action—at least 30 to 45 min- 
utes, after which the dose can be repeated if neces- 
sary. Undoubtedly some will be lost with the hemor- 
rhage; furthermore, its utilization will depend upon 
such factors as the rate and manner of absorption, 
conversion and destruction. Hence the quantity re- 
quired is extremely variable. Probably the relation 
of liver function to estrogen metabolism has a much 
greater role in spontaneous bleeding than it now 
appears. 

Whether or not one is justified in waiting for this 
action depends upon the courage, experience, knowl- 
edge and judgment of the clinician. He will dis- 
cover that intravenous estrogen sometimes can bring 


about unusual and dramatic results in situations 
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where hormonal support would be least expected to 
be of value. 

I have reported several series of cases, most of 
which were instances of epistaxis. These reports 
describe the therapeutic method and results and in- 
clude cases of subarachnoid hemorrhage, gastro- 
intestinal bleeding of known and obscure origin, 
genitourinary bleeding, delayed postoperative and 
posttraumatic bleeding and many others. 

When applied to bleeding into the walls of large 
arteries, this theory is more difficult to uphold, since 
there is no opportunity for treatment. However, 
studies have demonstrated that patients who have 
received estrogens for carcinoma of the prostate and 
breasts do not have the extensive atheromatous inva- 
sion of the walls of these vessels which is found 
in others who have not had the benefit of this ther- 
apy. Of particular interest is Masters discovery 
of the marked increase in cellular activity in the 
media of blood vessels leading to organs stimulated 
by estrogen and his observation that “within the last 
two years it has become increasingly apparent that 
the gonads are the Achilles’ heel of the aging 
process.” 

The long term prophylatic value of hormone ther- 
apy for bleeding has, as yet, not been demonstrated. 
However, since the administration of intravenous 
estrogen to hundreds of patients has never produced 
symptoms more serious than headache or nausea, 
this treatment can be given safely if an impending 
hemorrhage is suspected. 

It is useful also for the preoperative preparation 
of patients in the declining years, especially those 
who are about to undergo prostatectomy or plastic 
operations on the vagina*®. Not only does it provide 
valuable support to the cardiovascular system and 
the psyche, but it seems to reduce the persistent 
oozing that so insidiously depletes the blood volume. 


SUMMARY 

Spontaneous hemorrhage is a clinical entity in 
itself. It is hormonal in origin, has infinite manifes- 
tations depending upon where it strikes and has a 
higher morbidity and mortality than any other hu- 
man affliction. It comprises many conditions that 
are considered to be and are treated as separate dis- 
eases. The most common forms are epistaxis, gas- 
trointestinal bleeding of known and obscure origin, 
coronary occlusion and intracranial hemorrhage, 
besides many others. 


This article discusses three aspects of the disease 


—the bleeding state, the pathology, and some prob- 
lems of hemostasis. It advances the concept of a 
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bleeding state. This state is analogous to the pre- 
menstrual state and is the time of rapid hormonal 
changes preceding the bleeding. The numerous and 
varied lesions are considered to be merely avenues 
for the release of blood during the bleeding state. 
Spontaneous hemorrhage is treated at present as if 
it were traumatic or surgical hemorrhage. These are 
two different kinds of bleeding, and the treatment 
of one is illogical and inadequate for the other since 
they do not have the same mechanism for hemostasis. 


This theory is based on an extensive clinical ex- 
perience with hundreds of cases. The results of the 
hormonal management of a variety of these condi- 


tions have appeared in other publications. 
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Five Years (1951-1956) Of Examinations For 
Intestinal Parasites At A 1000 Bed Hospital 


N THE MEDICAL COLLEGE OF VIRGINIA 

Hospital Laboratories, during the period from 
July 1951 to June 1956, 5955 stool specimens on 
3674 patients were examined for intestinal para- 
sites. In the same period, 296 scotch tape prepara- 
tions from 258 patients were examined. 

The purpose of this paper is to present this data 
and classification of positive results in relation to 
age, race and geographical location of patients, after 
a brief review of the methods used. 


ROUTINE LABORATORY METHODS 


The examination of stool specimens for intestinal 
parasites is routinely made by the following pro- 
cedures; 

1. Direct Smear: 

Saline and iodine preparations are made, one 
on each specimen. Three of these preparations 
are examined if the material is insufficient 
for concentration. The saline preparation 
serves to detect motile forms of parasites, that 
is, trophozoites or larvae, while the iodine 
preparation is used to detect cysts of protozoa. 

Both preparations are useful in giving the ex- 
aminer an idea of the intensity of the infection. 

Specimens containing barium or mineral oil are 
considered unsatisfactory for these examinations. 

2. Concentration Methods: 

a. Zinc sulfate contrifugal floatation method: 

This procedure, very useful in the detec- 
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tion of light eggs of helminths and cysts 
of protozoa, is performed on each suitable 
stool specimen. 

Sedimentation method: 

The sedimentation method is used when 
the presence of eggs, which will not float, 
is suspected. It was a procedure originally 
devised for the concentration of all eggs of 
helminths, but used particularly to estab- 
lish the presence of heavy eggs, for in- 
stance, Schistosome eggs, an organism not 
found in this country. The procedure is 
especially useful in the detection of un- 
fertilized eggs of Ascaris (Roundworm) 
which have a specific gravity value of about 
1.250, and are therefore too heavy to float 
in a 33% zine sulfate solution which has 
a specific gravity of 1.180. These eggs may 
be missed in a direct examination of the 
stool specimen. 

Due to the large output of eggs by the female As- 
caris worm (200,000 a day), only the first stool 
specimen on a patient is examined by this method 
unless the patient has been in the tropics, or the 
physician specifically requests it. 

3. Amoeba Cultures: 

Amoeba cultures are performed when indi- 
cated, using the Nelson*® medium. 

4. Scotch Tape Preparations: 

Scotch tape preparations are recommended and 
examined for the detection of pinworm infec- 


1953-1954 1954-1955 


Number of Stools 


Individuals 


1137 


718 


Positives 
(Number and Percentages) 


Patients with Multiple Infection 


5% 


Taste 1. 


Results of five years of examinations of stools for ova and parasites. 


Percentages in relation to number of 


individuals examined. 
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1955-1956 Total 
S88 1283 1256 1391 5955 
535 782 757 = 882 3674 
| 34 6.3% | 65 | 8.3% | 49 6.4%) | 5O 6.9% | 46 ||244 6.6% 
1.38% | 8 | 1.0%] 9| 1.1%] 9] 1.2% | 5| OM | 38] 1.0% 
} | | 
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Endamoeba histolytica a 1.1% 
~ 

Endamoeba coli 76 

Endolimax nana 22 12% 


| Trichomonas hominis 5 2.7% 


Endamoeba butschlii 1 


| Giardia lamblia 


i 


Total Protozoa 179 


4.8% 


Ascaris lumbricoides §2* 46% 
Enterobius vermicularis 22+ 19% 
Trichuris trichiura 23 20% 
Necator americanus 6t 5.4% 


| Strongyloides stercoralis 7 6.1% 
| Trichost rongylus orientalis 1 0.8% 
| Heterodera radicola¢ 1 0.8% 
| Taenia saginata 1 0.8% 


*7 cases of unfertilized eggs found; 8 cases adult worm identified. 


+3 cases adult worm identified. 


tl case was a repeated examination in another year. 
$1 case was a repeated examination in another year. 
€1 case of Trophozoites and 1 case of Cysts found. 


#Spurious (plant) parasite. 


Grand Total 


292 7.8% 


TABLE 2. 


PRESENTATION OF DATA 
Table 1. 


Table 1 presents the total and single specimen 
number of stool specimens examined each year and 
in five years, with positive findings encountered. 
5955 stool specimens were examined on 3674 patients 
of which 244 or 6.6% were positive for parasites, and 
38 or 1% had multiple infections. 


Table 2. 


Table 2 shows the number of parasites found with 
frequency of incidence. The helminths, “Ascaris 
lumbricoides” and “Enterobius vermicularis”, were 
found in 46% and 19% of the positive specimens. 

The protozoa, “‘Endomoeba coli” and “Giardia 
lamblia”, were found in 42% and 40% respectively. 


Table 3. 


Table 3 presents the positive results classified 
according to age and race. The number of positive 
results in children outnumbers positive results in 
adults. The fact that the figures, for positive results 
in relation to the race of the patients harboring 
parasites are higher for white than for colored 
patients are not conclusive in that the total number 
of specimens could not be rechecked with regard to 
race. 
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Distribution of the different parasites found with approximate percentage in relation 
to number of positive specimens in each group (1951-1956). 


We have gathered the impression that physicians 


are more likely to request stool examinations for 


parasites on white patients than on similar colored 


patients. 


| | 

“Giardia | i 
lamblia’’ Non-_ || Total 

| (Pathogen?)| pathogens 


Pathogens 


Adults 27 21 47 95 
White 20 15 25 60 
Colored 4 5 | 19 28 
No Record 3 1 | 3 7 
Children 74 41 34 149 
White 57 28 18 103 
Colored 15 11 | 15 41 
No Record 2 2 1 5 
Total || 101 
Taste 3. Positive stool specimens classified in relation 


to age and race of patients (1951-1956). 


Table 4. 


Table 4 presents the total and single number of 
specimens of scotch tape preparations for pinworm 
infection. 34 positive preparations were found in 
five years, or 13% of the individuals examined. 
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73 40% 
Total Helminths 113 3.0% 
| 


TABLE 5. 

Table 5 presents the positive scotch tape prepara- 
tions classified in relation to race and geographical 
location of patients. Since only 2 adults were found 
infected, they are omitted from the table. 


DISCUSSION 
Requests for stool examinations for intestinal 
parasites and requests for scotch tape preparation 
were based on the following: 
a. Diarrhea (G.I. symptoms) 
b. Detection of worms (by physicians or patients 
themselves ) 
c. Pruritus ani 
d. Eosinophilia 


e. Microcytic hypochromic anemia 


1951-1952 


Total Number Preparations 14 67 


Individuals Examined 


Positives 
(Number and Percentages) 4 


1952-1953 


Six cases harboring hookworm were found. One 
of these was of hookworm disease, three of hook- 
worm infection. One case was a repeated exam- 
ination a year later and in another case, only one 
hookworm egg was found. Examinations on this 
case were not repeated. 

The seven cases positive for “Strongyloides ster- 
coralis” had as a common reason for the exami- 
nation requests, the presence of eosinophilia in the 
peripheral blood smear. All patients were ad- 
mitted to the hospital for reasons other than para- 
sitic infection. 

The parasite, ““Endamoeba histolytica,” was found 
in a case of dysentery in an adult who was treated 


and apparently cured; the other case was one of 


a child with no symptoms referable to the parasite. 


1953-1954 1954-1955 Total 


1955-1956 


35 67 113 296 
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] 3% 7 11.6%; 15 15% 34 13% 


4. 


Total Number Children : 32 
White... 28 
Colored 3 
No Record 1 
Richmond 14 
State of Virginia 17 
No Record 1 


Taste 5. Positive scotch tape smears in children, 
classified in relation to race and geographical loca- 
tion of patients (1951-1956). 


From the tables presented, it is evident that patho- 
genic parasites are not a common occurrence in this 
State, “Ascaris lumbricoides” and “Enterobius ver- 
micularis” being the most commonly encountered 
parasites. “Giardia lamblia”, which is considered 
a pathogen by some, and the nonpathogenic “En- 
damoeba coli”, are relatively frequent. 

The low number of scotch tape preparations for 
the detection of pinworms is evident from table 4, 
as is the rise in number of examinations requested. 

The appraisal of the more uncommon parasitic 
infections or disease cases showed the following: 
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Results of five years of scotch tape smear examinations for pinworms. Percentages in relation to number 
of individuals examined. 


The cases harboring ‘““Trichostrongylus orientalis” 
and ‘“Taenia saginata” did not present any symp- 
toms referable to the parasites. 

An interesting finding pertaining to the non-patho- 

gen, ‘Trichomonas hominis”, is that all cases were 

in the older age group. One patient was 41 years 
of age, and the others ranged in age from 62 to 

71 years. 

In reference to the laboratory aspect in the detec- 
tion of parasites, it should be remarked that eggs 
of the plant parasite, “Heterodera radicola”, may 
be mistaken by the unexperienced observer for eggs 
of hookworm. The similarity between hookworm 
and ‘Trichostrongylus orientalis” eggs is still great- 
er, however, “Trichostrongylus orientalis” is a worm 
commonly found in the Orient. 

Low grade infection by parasites in a healthy 
human is known not to produce obvious symptoms. 

An interesting observation is the case of the 164 
year old Colombian Indian, Javier Pereira. This 
individual, whose general health has amazed medi- 
cal circles, had, according to laboratory examina- 
tions, an anemia due to intestinal parasites. He was 
found to harbor the parasites, “Endolimax nana”, 


| 
13 53 33 100 258 
d 
20% | 7 | 13% | 
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“Trichuris trichuria’’, “Ascaris lumbricoides’’, and 
Hookworm. 


SUMMARY 
The results of five years (1951-1956) of stool and 
scotch tape preparations for intestinal parasites at 
the Medical College of Virginia Hospital Labora- 
tories, with methods used, are presented. Data in 
regard to age, race, geographical location of patients 
and presenting symptoms are discussed. 
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Safety of “Suntan Pills” 


The usefulness and safety of the new “suntan 
pills” have not been definitely proved, according to 
a report by the American Medical Association’s Com- 
mittee on Cosmetics. In fact, there are many unan- 
swered questions about the long range safety of the 
drug methoxsalen (Meloxine, Oxsoralen), accord- 
ing to a special committee report in the August 23 
A.M.A. Journal. 

Methoxsalen, also known as 8-methoxypsoralen or 
8-MOP, is a compound that has been used for sev- 
eral years to treat vitiligo, a condition in which areas 
of the sin are unpigmented. By giving the drug, 
followed by exposure to ultra-violet rays, pigment 
formation is induced in vitiligo. However, the re- 
sponse of the skin is “erratic and unpredictable, and 
cosmetically satisfactory repigmentation can be ob- 
tained in only about one out of every seven patients 
treated.” 

Recently methoxsalen was suggested as a means 
of enhancing the tanning of normal skin and of re- 
ducing the skin’s sensitivity to light. It is now 
available for these purposes in pill form on a pre- 
scription basis. 

Most investigators agree that the drug helps en- 
hance tanning of normal skin and increases tolerance 
to light in sun-sensitive persons. But to achieve this 
tolerance, there must be a delicate balance between 


dosage of drug and sun, the doctors said. If the 
person gets too much of either, he may have a violent 
reaction. 

Present experience indicates that most healthy 
adults might safely take 10 to 20 milligrams of 
methoxsalen by mouth for one to two weeks. But its 
long term unsupervised use presents the following 
questions : 

—Exactly how effective is the drug in increasing 
suntanning and tolerance to light? 

—What will happen to the skin when courses of 
methoxsalen and sun exposure are repeated once or 
twice or oftener each year for many years and deeper 
than normal tan develops ? 

—Will it affect the incidence of skin cancer? 

—Will the skin’s aging process be delayed or 
aceelerated ? 

—How will it affect persons with gastrointestinal 
disease, liver disease, or chronic infection ? 

In summary, an accompanying Journal editorial 
pointed out that any physician endorsing the use of 
methoxsalen for suntanning must realize that there 
are many unknowns, that there are dangers when 
many persons take an active drug for long periods 
without regular medical examination, and that the 
value of suntanning itself is questionable. 
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N THE PRACTICE of family medicine, chil- 
dren constitute the major group of patients. People 
have become more aware of the necessity of well- 
child care in addition to the treatment of injuries 
and sicknesses. The general practitioner will prob- 
ably see half of his office practice devoted to chil- 
dren in the pediatric range—that is 16 years and 
under. Excluding the routine immunizations and 
well-child examinations, the largest percentage of 
complaints are either respiratory or abdominal. The 
respiratory diseases fluctuate seasonally, but the 
illnesses and upsets involving the abdominal area 
are rather constant in their occurrence and consti- 
tute probably the greatest field of uncertainty in the 
practice of general medicine. 

There are many illnesses and upsets of children 
which have as their cardinal symptoms gastrointes- 
tinal pain, flatulence, nausea and vomiting, or some 
other troublesome disturbance of stomach and bowel. 
Most of these illnesses are minor in character and 
respond well to symptomatic treatment. Ascaris 
lumbricoides infestation is much more common than 
is usually suspected. We have found, in our area, 
that stool examinations have proven most helpful 
in diagnosing some obscure complaints. 

When the medical, or shall we say nonsurgical, 
pediatric complaints are eliminated or treated, a 
small but significant group will demand careful dif- 
ferential diagnosis and frequently surgical consul- 
tation. Appendicitis is by far the most common 
major pathology of the juvenile gastrointestinal tract 
which brings the patient to surgery. This disease in 
children often runs a bizarre and equivocal course 
and wears various disguises which must constantly 
be guarded against to prevent mis-diagnosis. 

Recently, we have had two cases admitted for 
treatment in which appendicitis had to be considered. 
Both patients presented a symptom complex sug- 
gestive of upper gastrointestinal pathology and, for 
lack of a clear cut indication for surgery, these chil- 
dren were scheduled for G. I. x-ray studies. In 
another reported case, appendicitis was not a factor 
in the diagnosis because of an earlier appendectomy. 
The fourth case was diagnosed originally as ulcer 
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Ulcer Disease in Children 


C. C. HATFIELD, M.D. 


Saltville, Virginia 


disease and x-rays were made to confirm the clinical 
impression. 

The occurrence of, or rather diagnosis of , duodenal 
ulcers in children under 12 years of age is rare. 
Therefore, I feel that the presentation of four proven 
cases in young people may help call attention to 
the possibility of ulcer disease in the differential 
diagnosis of abdominal conditions in children. One 
child was nine years of age, another twelve at the 
onset of symptoms. The third case is in the young 
adult group, being 17 years old, but is included 
because his symptoms complex rounds out the clin- 
ical presentation. The final case was in a 14 year 
old boy with typical ulcer disease history of two 
year’s duration. 


CASE REPORTS 
No.1: J.L., March 25, 1957. 

A bright, alert and active nine year old girl had 
as her admitting symptom mid-epigastric pain which 
centered around the umbilicus and frequently ra- 
diated over the abdomen to the right side. The 
mother stated that the child had complained of pain 
in her abdomen intermittently for several months, 
often coming in from play and curling up in a chair 
where she would hold her abdomen and beg her 
mother to bring her something to eat. The child 
had been a poor eater most of her life but the mother 
was of the opinion that she ate as much as the other 
children and, in her words, “ate all day long rather 
than at meal time”. Frequently, her episodes of 
pain followed carbonated drinks. At such times she 
complainted of flatulence and was given to rather 
embarrassing eructation of gas wherever she might 
be. Nausea was infrequent and the child did not 
vomit during attacks of pain. The child has had 
most of the usual childhood diseases. A short time 
prior to admission she had pyuria which responded 
well to treatment and, between her episodes of 
abdominal pain, she indulged in all of the usual 
activities of childhood and played about as well 
as the other children, but apparently tired some- 


what more easily. The mother states that the 


child does not like to go to school because she 
dislikes her teacher but has always made satisfactory 
grades and progressed normally with her age group. 
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Physical Examination revealed a well developed 
and well nourished white girl who appeared alert 
and active. She insisted that she had no pain and 
was not sick. The general physical examination was 


entirely negative with the exception of the abdomen. 
The patient could not relax the abdominal muscles 
although she felt entirely at ease with the examiner. 
There appeared to be some resistance, or suggestion 
of tenderness, over the right lower quadrant. The 
laboratory examinations were within normal limits. 
The patellar reflexes were hyperactive bilaterally. 
A spastic rectal sphincter made internal examination 
difficult but the rectum and lower bowel appeared 
to be perfectly normal. 

Being unable to arrive at any definite conclusion 
as to the guilt or innocence of the appendix, the 
patient was scheduled for an upper gastrointestinal 
study. This revealed a small postbulbar duodenal 
ulcer with marked localized tenderness. The stom- 
ach almost completely emptied itself in one hour. 
The remainder of the small bowel appeared normal 
in outline with the head of the barium meal in the 
right colon on the one hour plate, indicating intes- 
tinal hypermotility. 

The patient was discharged home on a fairly 
liberal bland diet and given Pro-Banthine, t.i.d. 

The patient was seen at the end of six weeks and 
the mother reported that her complaints of epigastric 
pain had almost entirely ceased but did recur in a 
mild form when the patient became hungry. She 
had gained two pounds in weight since the hospital 
admission. 

Re-examination, March 7, 1958, revealed a com- 
pletely normal stomach and upper gastrointestinal 
tract. This girl had gained eight pounds since her 
previous admission and had been without symptcms 
Although she still 


doesn’t care particularly for school she is much better 


for approximately six months. 


satisfied with her present teacher and seems to be 
doing fairly good work. It is interesting to speculate 
as to the possibility that this girl’s fear and dislike 
for her teacher, in part, precipitated her original 
duodenal pathology. Her diet was liberalized and 
her Pro-Banthine was reduced with instructions to 
gradually cut down on the dose until it could be 
completely discontinued, possibly at the end of six 
weeks. 

The obvious diagnosis in this case should have 
been made easily on the mother’s statement of the 
child’s relief of pain by food, and in an older indi- 
vidual would probably have received the diagnostic 
attention which it merited. 


No. 2: R.C., March 19, 1958. ] 

This thirteen year old girl was admitted to the 
hospital March 19, 1958, complaining of mild epi- 
gastric burning. She had nausea and vomiting but 
no diarrhea and no cramping. She stated that the 
pain had been present most of the time since mid- 
summer and she recalls very clearly that on Sep- 
tember 28, 1957, which was her thirteenth birthday, 
the pain bothered her almost all day. The child 
had no relief from eating and stated that sometimes 
the pain is present all day, but it never awakens 
her at night. She had her appendix removed at the 
age of six, tonsillectomy in January, 1957, and has 
been admitted to the hospital once before with mild 
epigastric pain but without a definite diagnosis hav- 
ing been made. 

Physical examination revealed a patient 6312 
inches tall and weighing 96 pounds. Her teeth were 
carious. Both ear drums showed evidence of old 
otitis. The blood 
showed a moderate normocytic anemia. There was 


Urine examination was normal. 


some resistance to pressure in the mid-epigastrium 
over the area of her pain. The x-ray examination 
revealed a normal esophagus and stomach and, on 
fluoroscopic examination, a tender area was pal- 
pable over the duodenal bulb. A small superficial 
duodenal ulcer was visible on the fluoroscopic screen 
and was apparent on the spot film. After one hour 
the meal was in the ascending colon and after two 
hours was in the mid-transverse colon, indicating 
definite hypermotility of the gastrointestinal tract. 
Careful questioning of both the mother and the 
patient failed to reveal any sign or symptom other 
than the burning pain in the mid-epigastrium and 
nausea and vomiting. There was no food relief 
and the patient denied discomfort from any type 
of food or drink. Without the x-ray evidence in this 
case a diagnosis could not have been made with 
certainty. 

In retrospect, one is led to wonder if her appen- 
dectomy was for an acute appendicitis, or had her 
stomach and duodenum been hyperactive and painful 
most of her life. 

At the end of two weeks a repeat examination re- 
vealed complete healing of the ulcer. 

No. 3: O.T., October 31, 1957. 

This seventeen year old white male had been seen 
as an outpatient for approximately six weeks. His 
chief complaint was sour stomach. For approxi- 
mately four months he had had an uneasy sensation 
in his upper abdomen characterized by pain in the 


mid-epigastrium. After eating he complained of a 
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sensation of fullness and belching. Soon after eat- 
ing he would get up small amounts of gastric con- 
tents which gave him a burning sensation which he 
described as heart burn. There was actually no 
vomiting. There was no relief from his discomfort 
by the ingestion of food; on the contrary his symp- 
toms seemed to arise from a delay in emptying of 
the stomach. Similar attacks have occurred at in- 
tervals since he was 10 years old. 

The mother stated that the boy had always been 
a high strung child; always became nervous and 
upset at the opening of school; and appeared to 
improve only with the beginning of the summer 
vacation. He had remained out of school several 
days because he was upset and nervous. Apparently 
his progress in school is rather slow. 

One significant factor was the dress and appear- 
ance of the young man. His hair had been allowed 
to grow out into a long Elvis Presley type of hair 
cut. He was wearing tight flashy trousers, leather 
boots, highly decorated western shirt and leather 
jacket. Along with this he gave the impression of 
being a poorly adjusted apprehensive young man. 
His blood pressure was 118/84; pulse, 86. There 
were no deviations from normal except for a tense- 
ness of the mid-epigastric area. 

It was felt that this young man merited roent- 
genological examination of his upper gastrointestinal 
tract. The x-ray studies revealed considerable in- 
crease in the mucosal markings of the gastric antrum 
with marked pylorospasm. There was marked 
deformity of the duodenal bulb with what appeared 
to represent duodenal ulcer disease. After one hour 
there was a 40% retention of barium within the 
stomach which explained his feeling of fullness 
and distention. 

The puzzling factor in this particular ulcer pa- 
tient was the complete absence of classical food 
relief. All of his symptoms were directed toward 
gastric retention due to pylorospasm. During the 
past six months he has steadily improved on clas- 
sical treatment. 

No. 4: D.O., April 15, 1958. 

The fourth case of duodenal disease was discov- 
ered on April 15, 1958, in a fourteen year old boy. 
This young man had suffered from pain in the 
abdomen for approximately two years. Each episode 
of pain lasted from two to three days and the 
patient recuperated rather slowly from each episode. 
His latest illness began four weeks prior to admis- 
sion when he developed pain in the upper abdomen 
to the right of, and just above, the umbilicus. The 
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mother stated that the pain always came on when 
he was hungry, that as soon as she gave him some- 
thing to eat he obtained relief for an hour or two, 
and then the pain would return to its former in- 
tensity. This patient had never experienced vomit- 
ing with his attacks but had noticed some flatulence 
during the last two weeks. 

The patient was 64 inches tall, weight 103. He 
had large cryptic tonsils and there was a small dif- 
fuse engorgement of his left breast which he said 
came and went at intervals. He had had the usual 
childhood diseases, no operations and, aside from 
myopia for which glasses were worn, there were no 
physical abnormalities. The patient had an imped- 
iment in his speech which was also noticeable in 
his mother. The boy appeared nervous and re- 
sponded to questioning in a rather startled manner. 
His mother stated that he is in the fifth grade and 
is not doing very well in his school work. He ex- 
hibited a tenseness, or rather a resistance to pres- 
sure, in the right upper abdomen. An upper G. I. 
x-ray study was done on this boy. The examination 
revealed definite deformity of the duodenal bulb. 
At the end of one hour there was a significant degree 
of gastric retention. There was evidence of marked 
intestinal hypermotility with the head of the barium 
meal reaching the hepatic flexure of the colon. 

CONCLUSION 

Four patients, two girls, nine and thirteen, and 
two boys, fourteen and seventeen, were seen with 
a variety of abdominal symptoms. Investigation 
revealed ducdenal ulcers in all. These cases differed 
in that the nine year old girl exhibited typical ulcer 
symptoms and, had she been 20 instead of 9, a diag- 
nosis would have been made at the first office visit. 
The thirteen year old girl offered a more difficult 
problem since her symptoms were vague. She is a 
miniature of the adult patient so often seen with 
mild epigastric distress and vomiting without definite 
physical findings. The seventeen year old boy was 
an almost classical picture except for absence of 
food relief. His symptoms were all referable to his 
gastric retention rather than to the direct stimula- 
tion of the ulcer site. The fourteen year old boy 
had typical ulcer symptoms for two vears with 
retention being the outstanding cause of complaint. 

We may assume that ulcer disease in children runs 
the same course as in adults. There is the picture 
of pain, hypermotility, gastric retention, food relief, 
flatulence, nausea and vomiting. 

It is, I think, well to emphasize the fact that in 
all of these cases of duodenal disease in children the 
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fluoroscopic examination proved of greater value in 
identifying the site than did the conventional plates. 
The use of a spot film device aids measurably in 
capturing the involved area at critical moments. 

Fay K. Alexander, in 1951, stated that duodenal 
ulcer was not considered frequently enough in the 
differential diagnosis of gastrointestinal upsets or 
abdominal pain in children.? She reported 30 cases 
in 254 children seen in routine gastrointestinal tract 
studies. These ranged in age from 2 years to 14 
years. 

Lust found that roentgenologic signs of ulcers in 
children were the same as those seen in acute ulcers 
in adults.* He attaches more significance to the 
functional aspects of examination, and found pa- 
tients with delayed gastric emptying as well as with 
hypermotility. 

These authors are much more aware of ulcer dis- 
ease in children than was Kennedy, in 1933, when 
he stated that such disease was uncommon in infants 
and children.! However, he wrote that the roentgen 


appearance of such disease in children was the same 
as in adults. 

It is well to remember that ulcer disease may ap- 
pear at any age. Symptoms and signs are exactly 
the same in children as in adults. Roentgen findings 
are identical but much more information can be 
gained from the fluoroscopic examination than from 
films. Response to treatment is excellent. If we are 
aware of the possibility of ulcer disease in children 
and keep it in mind, undoubtedly we will be able 
to diagnose many of these cases earlier and re- 
habilitate them more quickly. 
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Health Insurance In Virginia 


The number of people in Virginia covered by 
voluntary health insurance has reached a new high 
according to the Health Insurance Council. The 
Council estimates that over 1,931,000 persons in the 
state now are protected by some form of insurance 
designed to help pay hospital and doctor bills. 

This figure is part of the continued growth of health 
insurance throughout the country, which was re- 
vealed in its 12th annual survey of the extent of 
voluntary health insurance coverage for 1957. The 
number of people covered by some form of health 
insurance in the nation, according to a Council esti- 
mate, is now 123,000,000, or 72% of the total U.S. 
civilian population. 

The Council survey, based on reports of insurance 
programs of insurance companies, Blue Cross-Blue 
Shield and other health care plans, points out that 
the 1,931,000 persons covered by hospital expense 
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insurance in Virginia as of December 31, 1957, sur- 
passes the 1956 year-end total of 1,841,000. 

The number of people with surgical expense in- 
surance, which helps to defray the cost of physicians’ 
charges for operations, climbed to 1,706,000 as com- 
pared to 1,312,000 in 1956. 

Persons protected by regular medical expense in- 
surance, providing for doctor visits for non-surgical 
care, rose to 959,000, compared to 850,000 the vear 
before. 

The Health Insurance Council, which is a fed- 
eration of eight insurance associations representing 
over 90‘% of the accident and health insurance busi- 
ness handled by insurance companies, stated that this 
growth reflects the desire of the people of Virginia 
to help protect themselves against the cost of acci- 


dent and illness. 
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Subacute Bacterial Endocarditis of a Patent 
Ductus Arteriosus 


With Spontaneous Cure Prior to the Antibacterial Era 


A Case Presentation 


PATENT DUCTUS ARTERIOSUS is nor- 

mal and absolutely essential to the life of the 
unborn child; however, if it persists beyond birth, 
it becomes immediately abnormal and presents com- 
The most 
dreaded complication, prior to antibacterial therapy, 
and indeed even presently, is bacterial endocarditis 
situated within the patent ductus. The purpose of 


plications to life in various manners. 


this presentation is to describe a case illustrating 
subacute bacterial endocarditis of a patent ductus 
prior to antibacterial drugs which with spontaneous 
obliteration of the ductus resulted in a cure. 
CASE PRESENTATION 

This 39-year old, white, married woman had a 
normal birth history. She was not a blue baby. At 
the age of two years, her local doctor informed her 
parents that she had a murmur due to “a hole in the 
heart with which she was born”. There were no 
restrictions placed on her activity and she developed 
normally. She engaged in all forms of strenuous 
physical activity and played basketball while in 
High School. She would become somewhat short of 
breath only with severe exertion, but never recalls 
squatting or having to stop for very long before 
regaining her breath. She was never cyanotic. In 
June, 1936, at the age of 18, she began to lose 
weight, from her normal 110 pounds down to 89 
pounds, and developed fever and generalized aching 
and soreness in all of her joints. She was put to bed 
at home for five weeks, during which time the joint 
symptoms and fever continued. She was admitted to 
a local hospital for a two week diagnostic study, at 
which time the diagnosis of subacute bacterial en- 
docarditis, probably on the basis of aortic valvular 
disease, was made. She had two or three episodes 
of pleurisy following her discharge from the hos- 
pital, and with one of these in September, 1936, the 
left pleural space became filled with fluid. She was 
sent to a local sanitarium where she remained at 
bedrest for two months until the fluid has resorbed 
~The Greenbrier Clinic, White Sulphur Springs, West 
Virginia. 
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spontaneously. In November, 1936, she was admitted 
to the Johns Hopkins Hospital where her examina- 
tion was summarized as follows: 

“Physical examination showed a well nourished 
girl who did not look ill. No petechial spots were 
seen. There was a little dullness low in the left 
axilla, but breath sounds came through well. The 
heart seemed slightly enlarged to the left and the 
dullness extended definitely further to the left in 
the second and third interspaces than one normally 
finds. The second pulmonic sound was accentuated 
but the sounds were of good quality. A distinct 
systolic murmur was heard over all the heart, which 
in the pulmonic area became loud, rough, machin- 
ery-like, and extending into diastole. The spleen was 
not felt. Fingers were not clubbed. 

“Laboratory examination showed a hemoglobin of 
79°, with 4,000,000 red cells and a white count that 
ranged from 6,000 to 19,000. Urine was clear and 
at no time showed red cells. Blood pressure, 100/58. 
Wasserman, negative. Blood cultures showed con- 
sistently streptococcus viridans. Electrocardiogram 
essentially normal. Tuberculin test, negative with 
1-10,000. X-ray of the chest showed slight enlarge- 
ment of the heart, but definitely larger than in the 
plate from last spring, which she brought with her, 
and with particular accentuation of the pulmonary 
conus.” The diagnosis at that time was subacute 
bacterial endocarditis of a patent ductus arteriosus 
and a fatal prognosis was given. 

She came home from Johns Hopkins and con- 
tinued bedrest at home for approximately five weeks, 
having no specific treatment. When the warm 
weather came in the spring of 1937, she went to live 
in the country with her aunt and every morning she 
was carried out on a blanket into the sun for three 
to four hours, during which time her temperature 
went up to 103° to 104°. She was then carried back 
to bed and with aspirin tablets and sponging the 
temperature was usually down by evening. She con- 
tinued this daily routine for four months and the 
joints gradually improved and she started to sit up 
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and move about. She also began to gain weight. 
She returned home and in two or three weeks was 
up walking about. She continued to have daily spikes 
of temperature to 101° or 102° for a few months, 
then even these subsided. She went back to school, 
finished her senior year, and graduated. In 1939 
she was married and in 1941 she had a normal preg- 
nancy and delivery. She had continued up to the 
present time without symptoms. 

At the time of her examination at this Clinic in 
December, 1956, the chest x-rays showed a moderate 
amount of linear fibrosis in the left mid and lower 
lung fields, but the heart size was normal. Upon 
listening to the heart, there were absolutely no mur- 
murs heard and the examination was completely 
within normal limits. 

DISCUSSION 

Ligation of the ductus arteriosus when patent 
was first proposed by Monro!, in 1907. Though he 
never performed the operation, he suggested it for 
failure of the circulation. It remained for Gross and 
Hubbard? in 1939 to first report the successful liga- 
tion in a 7'-year old girl, with an uncomplicated 
patent ductus. The indications for their reported 
operation were beginning embarrassment to the cir- 
culation and to prevent the occurrence of subacute 
bacterial endocarditis. They warned against the op- 
eration in the presence of superimposed infection 
and stated that subacute bacterial endocarditis must 
be regard as a contraindication to operation. In 
1940, however, Touroff and Vesell* reported at the 
annual meeting of the American Association for 
Thoracic Surgery the first cure of subacute bacterial 
endocarditis complicating patent ductus arteriosus 
by means of surgical ligation. Later, Tourofft re- 
ported five cases cured with only simple ligation and 
observed that within a few minutes blood, which had 
yielded profuse growth of streptococcus became ster- 
ile. It is now firmly accepted that simple ligation 
of the ductus alone cures the superimposed endo- 
carditis. 

There can be little doubt that this case represents 
subacute bacterial endocarditis, for it adequately ful- 
fills the suggested diagnostic criteria of: persistent 
fever, valvular deformity, embolic and vascular le- 
sions, and positive blood cultures®. The valvular 
deformity in this instance was represented by the 
patent ductus. Also there can be little doubt that 
a patent ductus arteriosus was present, as the typi- 
cal, constant, machinery-like murmur was evident 
with an enlarging heart in a person known to have 
had a congenital cardiac deformity since infancy. 
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More convincing, perhaps, is the permanent total 
disappearance of the continuous murmur and a re- 
turn of the heart size to normal without surgical 
intervention, a situation that could occur only with 
occlusion of a patent ductus. 

Gilchrist and Mercer® drew attention to the fre- 
quent occurrence of only a faint, non-specific mur- 
mur in these cases which with the fever, anemia, and 
weight loss, associated with the endocarditis, is al- 
tered and becomes obvious as machinery-like in 
character. In addition, the higher pressure in the 
aorta gives rise to a jet of blood into the pulmonary 
side of the ductus. Emboli detached from these fun- 
gating vegetations are shed into the pulmonary cir- 
cuit producing lung infarcts as illustrated in this 
case, causing the episodes of pleurisy and free fluid 
in the chest. Peripheral infarcts are less common, 
occuring later in the disease and when massive, sug- 
gest extensive involvement of the pulmonary artery 
with spread of the inflammatory process up the wall 
of the ductus even to its aortic inlet. Such involve- 
ment, fortunately, did not occur in the described case, 
explaining the absence of peripheral embolization. 

The appearance of a complete cure in this case, 
suggests -obstruction of the patent ductus occurred as 
a result of thrombosis or embolization simulating the 
present day treatment with surgical ligation. 

A case illustrating a patent ductus arteriosus with 
superimposed subacute bacterial endocarditis due 
to a streptococcus viridans, occurring prior to anti- 
bacterial therapy which underwent spontaneous cure 
apparently as a result of thrombosis of the ductus 
is presented. A brief discussion is offered. 
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Pre-Paid Medical Care.... 


Here in Virginia about 650,000 individuals are Blue Shield members. This is an 


Edited by 
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impressive figure, but even after adding to it the number of persons who have adequate 


coverage of medice! surgical expenses through commercial insurance, there remain 


approximately three 


“(lion Virginians whose potential sickness expenses are not 


properly provided for iy prepayment. Realizing that a comparable situation exists in 
his State, Dr. J. Duffy Hancock of Kentucky recently addressed his colleagues through 


an article published by his Society’s Journal and suggested what they might do abcut 


it. Because three million “uncovered” Virginians represent maybe one million poten- 


tial votes for ‘‘socialized medicine’, we also can profit by following Dr. Hancock's 


suggestions. He has kindly consented that his article might be reprinted here. His 


views and ideas undoubtedly have been tempered by his past experiences as President 
of the Kentucky State Medical Association and as President of the Southeastern 
Surgical Congress, and it should be known, too, that Dr. Hancock is currently President 
of the Kentucky Blue Shield Plan. 


The Price of Freedom’ 


J. DUFFY HANCOCK, M.D., F.A.C.S. 
Louisville, Kentucky 


The medical] profession need not be and must not 
be the advocates of a lost cause. The forces of so- 
cialized medicine have not limited their efforts to 
one type of approach. It is possible that their foot 
is in the door with recent legislative measures. Cer- 
tainly they have taken heart and indefatigably push 
this issue. 

The threat posed by a vocal end powerful minor- 
ity must be met head on. This minority is in a 
position to capitalize on existing dissatisfaction and 
to create further demand for medical control in a 
“welfare state”. The threat is growing rather thar. 
subsiding. Voluntary prepayment plans must be 
constantly improved—guided—and protected from 
abuse. 

The public has long recognized the necessity of 
prepayment plans which would enable them to budget 
for the necessarily increasing cost of health care. 
It is our part to successfully oppose those who con- 
tend that the only satisfactory solution is medicine 
paid for and controlled by the government. Many 
of our own profession and other earnest-minded 
Americans feel that basic freedoms are involved and 


1. The Journal of the Kentucky Medical Association, 
May 1958, p. 462. 
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that the voluntary system of medicine which has 
done so much for this country offers both the best 
and the most economical method of dispensing health 
care to our people. The battle lines are drawn... 
on one side, the advocates of an ever stronger central 
government . . . a small group attempting to gather 
to itself the powers and privileges of the many; 
to parcel them out in, at best, a dubious manner. 
On the other side, quite simply, are the advocates 
of individual freedom. 

What is happening now? Let the record speak. 
Today, over 121 millions of persons have helped 
solve their surgical expense problem by private 
means. A leader in prepayment plans is Blue Shield. 
The widespread acceptance of Blue Shield means 
that the doctors are meeting the enemy head on, have 
found an answer both practical and workable. 

The appeal of Blue Shield is evident in the con- 
cept that now pervades the thinking of the medical 
profession and of a large segment of the public. No 
longer is the doctor placed alone in the position of 
opposition to a “popular” cause. No longer is he 
fighting a “sacred cow’. Today the doctor has ar- 
rived at a point most feared by the advocates of 
socialized medicine. He has criticized the theory of 
government control, found a plan to confound the 
opposition, and has proved this plan to be workable. 

Now that we have demonstrated through Blue 
Shield the manner in which collective and free action 
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can handle the problem, we must go a step further. 
In the battle between privately-controlled prepayment 
for medical care and a government-controlled mecha- 
nism, we must think positively, not negatively. In 
very truth, we are engaged in a crusade. This cru- 
sade is a preventive action undertaken with zeal and 
enthusiasm. In the face of villification, we have 
carried on with earnestness and conviction. Because 
of our plan, Blue Shield, we have preserved factors 
that we might otherwise have lost; factors of great 
value. Not the least of these is the preservation of 
the vital doctor-patient relationship. 

Blue Shield is your plan, Doctor. It is yours in- 
dividually, and it is ours collectively. It is a co- 
operative effort sponsored by the medical profession 
to satisfy a public need and still retain in qualified 
hands the policy-making powers regulating medical 
practice. Where Blue Shield has entered the picture, 
nowhere have the rights of doctors been usurped. 
Nowhere has there been dictation as to how medi- 
cine is to be practiced. With Blue Shield, this need 
never be feared. The doctor not only has a voice 
in Blue Shield . . . the doctor is Blue Shield. We, 
the medical profession, conceived it, we set it in 
operation, and we have nurtured it over the years. 

The battle has not been easy. The enemy does 
not give up easily. We have exploded his original 
issue that only the government could offer a work- 
able mechanism. But, when a misguided group fol- 


There is much less likelihood of infection after 
exposure to mumps than to measles or chickenpox. 
This “low order of communicability” probably ac- 
counts for the fact that so many adults escape the 
disease during childhood only to develop it in later 
years, Dr. Edward B. Shaw said in the August 2 
Journal of the American Medical Association. 

The best time for a person to have mumps is dur- 
ing childhood, when the possible complications are 
not very severe. In adulthood, mumps can be fol- 
lowed by serious 


and sometimes lasting—compli- 
cations. In order to prevent the possibility of severe 
adult infections, it might be desirable to deliberately 


Best Time to Have Mumps 


lows a target, rational issues are not needed. We 
must be on guard, at all times. 

The public looks to the doctor for guidance. We 
are opinion-moulders. Through advocacy of Blue 
Shield, we can influence to the good. All that is 
needed is to let the public know that we, members 
of the medical profession, recognize Blue Shield as 
the only solution to the problem. Let the public 
know about the plan, and, more important, how you 
feel about it. And, talk not only to your patient, 
talk also to the other moulders of opinion, the busi- 
nessmen, about Blue Shield. As businessmen, and 
as centers of influence, they are as vitally interested 
in this problem as you are. 

History shows that when socialism comes in, it 
begins in the medical field, and spreads its tentacles 
elsewhere as rapidly as possible. This was the case 
in England, Switzerland, Sweden and Germany, and 
might well have been the case here. Let us unite 
our constant efforts to retain our traditional free- 
dom. Our crusade has largely been successful so 
far. There is little or no doubt that the formation 
and growth of the companion Blue Cross and Blue 
Shield Plans prevented government control. Some 
happy optimist said of the British Empire that they 
never won any battle but the last. It would be fatal 
for us to assume this philosophy. Once the battle 
is lost in this essential controversy the war is irrev- 
ocably lost. 


expose a child to the disease, thus insuring lifelong 
immunity. However, this introduces the potential 
risk of secondarily exposing adults who may then 
have the illness with greater severity and sometimes 
permanent damage. 

There is no really reliable and predictable means 
of artificially inducing immunity. The best means 
of acquiring lifelong immunity is to have mumps 
before puberty. 

Dr. Shaw is clinical professor of pediatrics at the 
University of California Medical Center and chief 
of the communicable disease department at Chil- 
dren’s Hospital, San Francisco. 
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Public Health.... 


Medical Profession Supports Public 

Health 

A budget is financial planning and is important 
in arranging for the orderly conduct of affairs, be 
they individual, group, business, state or national. 
The budget sets forth what is needed in the way of 
housing, personnel, equipment, utilities, fixed charges, 
current charges, and services to be rendered with the 
cost of each. A budget, however, is of no value 
unless there be funds available, already in hand or 
in sight, to cover the anticipated expenditures. Such 
considerations are as necessary in planning the an- 
nual operation of a local health department as they 
are in planning the whole unit, a county or city 
government. 

In the case of the local health department, there 
must be ample housing in a suitable neighborhood; 
the usual utilities of heat, light, and water; janitor 
service, transportation, and supplies are to be pro- 
vided; and, above all, the services that the depart- 
ment will render are to be outlined, planned and 
arranged. It is in the provision for these services, 
the actual work of the department, that personnel in 
suitable number and of proper training to carry on 
the activities, are to be employed. This requires 
selection from a group that is limited by the very 
nature of its specialization. 

In the case of the county health department, the 
local governing body receives much assistance from 
the State Department of Health, both in setting up 
the budget and in providing for the same by the 
grant of a large part of the funds that it calls for. 
For example, the budget of a county health depart- 
ment as it was recently planned by the State Health 
Department in cooperation with the local health 
director, called for the expenditure of a total of 
$27,014.00. This amount included the salaries of 
the director, two public health nurses, a sanitarian, 
and a clerk, with travel expenses for those who would 
need to travel in the performance of their duties. 
All other expenses including honoraria to clinicians, 
wages (such as janitor), contractual services, current 
charges, supplies and equipment were included in 
the $27,014.00. Of this total the county was asked 
to provide 30.896 per cent, or $8,346.25. The amount 
that they had paid the previous year was $807.00 
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less. The Board of Supervisors, in planning for the 
coming annual budget of the county, had arbitrarily 
announced that there would be no increase in salary 
for any county employee; this was without consid- 
eration of the fact that State employees are under 
the Merit System and are automatically entitled to 
increases within certain ranges for services that are 
satisfactory. The Board stated in a resolution that 
‘those paid partly from local funds should be treated 
in a like manner in regard to salary increases.” 

The only reply that could be made to this state- 
ment was that a reduction in appropriation would 
call for a reduction in the services of the depart- 
ment; in other words, “the garment must be cut 
according to the length of the cloth.” The proposed 
cut suggested to the Board was the elimination of 
one of the two public health nurses. In the same reso- 
lution referred to above, the County Board of Super- 
visors provided “that this Board request the State 
Health Department to maintain __._._ County Health 
Department for the fiscal year 1958-1959 on the 
same basis as for the fiscal year 1957-1958 in regard 
to the employees, salaries of emplovees and number 
of employees and to grant no increases in salaries 
from County Funds for the period of time in the 
fiscal year 1958-1959 and to retain the nurses in 
the _.___ County Health Department as they were 
for the fiscal vear 1957-1958." They provided fur- 
ther “that if the above request is not complied with 
then all local fund appropriations to the State De- 
partment of Health for the maintenance and opera- 
tion of the _._. County Health Department be cut 
off on July 1, 1958, and no further payments be 
made from the local funds for the fiscal year 1958- 
1959.” 

This resolution did not suit the County Medical 
Society and they addressed an appeal to the Super- 
visors to reconsider their appropriation for the Health 
Department. Moreover, members of the Society hold- 


ing high office in this group, appeared at the meeting 
of the Board of Supervisors and told them that for 
five times the amount they had been asked to con- 
tribute they could not provide the services being 
rendered by the Health Department. They reminded 
the Supervisors that the transfer of a nurse to an- 
other county would suspend the free mass chest 
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x-ray clinics and would curtail home visits to crip- 
pled children and to tuberculosis victims. ‘There 
can be no doubt,” these doctors stated, “that the 
general health of the county will decline.” They 
offered to forego the honoraria that the physicians 
are now receiving for their services in the clinics but, 
realizing that these would not cover the deficit of 
$807.00, the Society offered to present the Board 
with their check in this amount to insure the opera- 
tion of the ~... County Health Department at 
its present standard for the next year. One phy- 
sician said, “I can give my services to a woman with 
an abnormal or a complicated pregnancy but I can- 
not afford to pay her hospital bill.” 

It is very heartening and gratifying to the State 
Department of Health to have the local Medical 
Society endorse so strongly the operations of the 
local Health Department and to express their will- 
ingness to take money out of their own pockets to 
keep it going at its prevailing standard, all of this 
without solicitation on the part of the local or State 
Health Department. The State Department of Health 
is ever conscious of the constant support that it re- 
ceives from the practicing physicians, both as indi- 


A new agent that appears promising in the treat- 
ment of blood clots that move from one spot to an- 
other was described in a preliminary report in the 
August 2 Journal of the American Medical Associa- 
tion. 

The agent is fibrinolysin (plasmin), a derivative 
of human blood. Given intravenously, it attacks and 
dissolves fibrin, the essential substance of a clot, 
without disturbing normal coagulation of blood. Fi- 
brinolysin was given to 52 patients suffering from 
various types of thromboembolic disease—in which 
a vessel is blocked by a clot that has broken loose 
from its site of formation—by Dr. Kenneth M. 
Moser, Washington, D. C. 

On the basis of his study, Dr. Moser said ‘‘one 
is justified in cautiously suggesting” that fibrinolysin 
may represent a major advance in the treatment of 
thromboembolic disease. However, firm conclusions 
cannot be drawn until large-scale, controlled studies 
have been conducted. 

Fibrinolysin acts rapidly and causes few serious 
adverse effects. Almost half of the patients developed 
fever after receiving fibrinolysin, and two showed 


Blood Clot Dissolving Agent 


viduals and as groups, at the local] level and at the 
State level, and realizes that its duties in the pre- 
vention of the spread of disease have been assigned 
to it by the people and by the physicians. It holds 
these obligations in high trust and acknowledges 
that its accomplishments would be few without the 
loyalty and support of the medical profession. It 
is stimulating to have this support given freely and 
voluntarily at the time that it is most needed. 


MonTHLY REporRT oF BUREAU OF COMMUNICABLE 
Disease CONTROL 


Jan.- Jan.- 

Aug. Aug. Aug. Aug. 

1958 1957 1958 1957 

Brucellosis 0 1 13 18 
Diphtheria 1 0 14 12 
Hepatitis 26 42 189 328 
Measles 470 110 21172 4719 
Meningococcal Infec. 14 5 70 52 
Meningitis (Other) 154 316 
Poliomyelitis 33 27 59 53 
Rabies (In Animals) > 12 27 212 236 
Rocky Mt. Spotted Fever 7 6 25 28 
Streptococcal Infec. 443324 5123 4874 
Tularemia . 3 4 28 23 
Typhoid Fever 9 9 26 35 


delayed skin eruption. Because of the danger of fever 
reaction, it cannot now be given safely to persons 
with coronary thrombosis. 

In 18 patients with deep venous thrombophlebitis 
of the legs (in which clots occur in the deep veins), 
The 
patient’s legs showed a loss of heat, tenderness, and 
size within 14 hours, and there was no recurrence 
of clotting. 


the results were “consistently encouraging.” 


“Some beneficial effect’ was noted in 
four of eight patients with pulmonary embolism (in 
which clots have moved into the lung area from 
other places). There was rapid relief of chest dis- 
comfort and an interruption in the course of “recur- 
rent embolization” which had not responded to treat- 
ment with drugs that prevent coagulation. 

Fourteen patients with blocking of the cerebral 
arteries received the agent. Seven showed some 
degree of improvement (return of speech and move- 
ment), although it was maintained in only four. 

No conclusions can be drawn from these few cases 
about the value of fibrinolysin in “a process as un- 
predictable” as cerebral thrombotic disease, but they 
do suggest the safety of the treatment. 
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Mental Health.... 


Survey Report of the Activity Interests 
of the Aging by the Danville Planning 
Committee on Resources for Older 
Persons 


For good mental health it has long been recognized 
that aging persons need to have companionship, feel 
useful, somewhat independent, loved and needed, 
and enjoy activities from which they can gain the 
emotional satisfaction of achievement, common in- 
terests, and sometimes competition. Often such grati- 
fications play a large part in the prevention of 
emotional or mental illnesses and in the recovery 
from them. 

The opportunity for aging persons to stay happily 
and busily occupied makes for a much easier ad- 
justment for all persons concerned in a two or three 
generation household. 

A fuller recognition of the need for a program of 
activities became apparent when two depressed pa- 
tients, who were being seen at the Clinic, complained 
of the paucity of interesting activities available in a 
moderate size community. One man of sixty-plus 
years lamented that he was just sitting around wait- 
ing to die because now that it is difficult for him 
to read, there is nothing else to occupy his time. His 
wife, to whom he referred as The Old Battle-Axe”, 
was extremely rejecting, never wanted to be com- 
panionable, and accused him of feigning his physical 
pathological condition. He wished there were some 
place he could go to have a little peace from nag- 
ging and to just talk with someone. 

The other patient, aged 49, who because of a 
severe psychophysiological condition, had found it 
extremely difficult to accept his retirement, was at a 
loss to fill his waking hours with interesting or 
stimulating activity because, outside of fishing occa- 
sionally when the weather was “right” for him, he 
could not find a hobby in which he was interested 
and which he could afford. Both of these men were 
of low economic brackets. 

In recognition of the fact that opportunities should 
be provided to help this aging group have an en- 
riched, stimulating, and happier life, during October 
1957, a group of interested persons who are also 
associated with seventeen different local public and 
private agencies and churches held a series of meet- 
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ings at the invitation of Dr. Jessie Marsh Enslin, 
Director of the Danville Clinic for Mental Hygiene, 
to plan a social] and recreational program for citizens 
from fifty to seventy years of age. 

From statements made at these meetings, it de- 
veloped that the general consensus was that the 
need is quite evident, and that, while some effort is 
being made to meet it, it is of a limited nature, and 
in only a small degree are available community 
resources being used. 

It was decided that before any definite organiza- 
tional steps are taken, future participants should 
provide some information as to the range and degree 
of their interests in a fairly wide variety of activities. 
Further, there should be some knowledge as to the 
experience and previous participation in these activi- 
ties in the past; and too, there should be some way 
of knowing what potential leadership there is among 
those who might take part in the programs which it 
is hoped will be provided. It was thought that with 
this information in hand a better job of planning 
could be undertaken and that more successful results 
would be assured. 

The direct outgrowth of these meetings was the 
development of a survey to be submitted to a select 
group of persons in the age brackets of fifty and 
over. It was planned to survey both men and women 
of the white and Negro population. 

A Sub-Committee was appointed to develop and 
distribute the survey questionnaire and to tabulate 
and report the findings. Forms were distributed to 
reach over three thousand persons. When completed 
they were to be sent back by return mail. 

Approximately 10° of the questionnaires were 
returned. A significant number of persons indicated 
that they were shut-ins, uninterested, needed trans- 
portation to participate, or by written statements 
made it clear that they did not understand either the 
purpose of the Committee or of the survey. 

The survey form listed activities which the Com- 
mittee felt could be organized, if sufficient interest 
was shown, using available facilities and professional 
and volunteer leadership from cooperating agencies. 

All activities were listed under five major head- 
ings. Individuals participating in the survey were 
requested to indicate in the proper column by check 
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mark, if they were interested, if they had experience 
in the activity, and if they could lead or direct the 
activity. 

It is obvious in reviewing the overall responses 
that interests in Crafts, Social Activities, and in 
Personal Improvement predominate. The other areas 
surveyed were Arts and Collecting. These facts may 
well serve as a guide for the placement of emphasis 
in planning those activities which can be expected 
to offer the greater amount of participation and en- 
joyment by the greater number of persons. These 
facts may also be of help to agencies in working out 
their own programs for those whom they serve within 
this age grouping. 


An appreciable number expressed willingness to 


A new avenue of investigation into possible chem- 
ical causes of the mental illness schizophrenia has 
been suggested by a Harvard Medical School re- 
searcher. 

Dr. Samuel Bogoch has found that adult schizo- 
phrenics have considerably less neuraminic acid— 
a componeat of the brain’s gray matter—in the spinal 
cord fluid than do nonschizophrenics. In fact, the 
levels of neuraminic acid in the cerebrospinal fluid 
of adult schizophrenics is “comparable only to values 
found in some children under seven years of age.” 

The low values in adult schizophrenic patients may 
indicate a form of chemical immaturity of the ner- 
vous system. This failure in chemical maturity 
would correlate well with clinical evidence of a 
failure of psychological maturity in the schizo- 
phrenic. 

Writing in the Archives of Neurology and Psychia- 
try, published by the American Medical Association, 
Dr. Bogoch said that more studies must be performed 
before any definite conclusions can be drawn regard- 
ing the use of neuraminic acid levels for diagnosing 
schizophrenia. 

There have been many attempts to show some 
chemical cause of schizophrenia through the study 
of blood and urine, but there has been no definite 
demonstration of a chemical disorder in the central 
nervous system proper. 

He studied the neuraminic acid concentrations in 
the cerebrospinal fluid of 29 adult schizophrenic 
patients; 72 children under the age of seven years; 
29 children between the ages of seven and 15, and 
65 non-schizophrenic adults. He found that low 
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lead or direct activities. After careful appraisal this 
leadership could be utilized. 

From the survey it is quite apparent that there is 
great need for more human contact and meaningful 
inter-personal relationships with individuals of one’s 
age group. This is brought out particularly in the 
Social and Personal Improvement categories. 

The Ways and Means Committee is now busy 
preparing specific recommendations for the Planning 
Committee’s action. 


ENsLIN, Jessie MarsH, M.D., Director, Danville Clinic 


for Mental Hygiene, Danville, Chairman of Planning 
Committee. 


CHAPMAN, A. B., Jr., Chairman of Survey Committee. 


Approved for publication by Commissioner, Department 
Mental Hygiene and Hospitals. 


values in adults correlated well with the diagnosis 
of schizophrenia, whether it be an acute first attack 
or a chronic process of more than 10 years duration. 

The exact function of neuraminic acid in the 
nervous system is not definitely known. It appears 
to play some role in the functions of the “blood brain 
barrier,” which helps maintain the special environ- 
ment of the brain. He theorized that low neuraminic 
acid concentrations might affect the functioning of 
the barrier, which in turn could account for the 
brain’s misfunctioning and the resulting psychotic 
state. Furthermore, it may not be necessary to seek 
specific chemicals as causal agents of schizophrenia. 
The “causal agents” may be normal substances pro- 
duced by the body’s physical and chemical process. 
These substances are usually prevented by the blood- 
brain barrier from coming into prolonged contact 
with the brain. However, if the barrier doesn’t work 
correctly, the substances may contact the brain, inter- 
fering with its environment and producing mental 
illness. Then the possession of an inadequately 
developed barrier system would represent a “specific 
vulnerability to psychosis.” 

Dr. Begoch believes that this hypothesis can be 
proved or disproved. In addition, he said that tests 
are now underway to determine the effect of the 
administration of neuraminic acid itself and of neu- 
raminic-acid-containing 
patients. 


substances to psychotic 


Dr. Bogoch is associated with the neurochemical 
research laboratory of the Massachusetts Mental 
Health Center, and the department of psychiatry, 
Harvard Medical School, Boston. 
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Cwnrent Currents 


THE NEW HEADQUARTERS BUILDING of The Medical Society of Virginia will 
be dedicated on Sunday, October 12, at 4:00 P.M. and members and their guests are cor- 
dially invited to an open house which will immediately follow the brief ceremony. We 


know you will be proud of the new building which was designed with one thought in 
mind—service. 


The easiest way to reach the new building from the Jefferson is to drive west on Main 
Street to the Boulevard. Turn left on the Boulevard and proceed two blocks to Idle- 
wood Avenue. Turn right on Idlewood and proceed directly to the new building to 


4205 Dover Road (Idlewood Avenue becomes Dover Road upon entering Windsor 
Farms). 


THE VIRGINIA MEDICAL SERVICE ASSOCIATION will hold its annual meeting 
at the Jefferson on Monday, October 13. The meeting will be held in the Confederate 
Room and is scheduled for 4:00 P.M. A number of important matters will be discussed 
and members are urged to attend. 

A NUMBER OF LUNCHEONS and special gatherings are scheduled in connection with 
the annual meeting, and all are listed in the official program. Since the preliminary list 
was published in the September issue of the Virginia Medical Monthly there has been 
one addition and one change. The Virginia Urological Society will hold a luncheon on 
Monday, October 13, in the Confederate Room beginning at 1:00 P.M. The meeting 
of the Sub-Committee on Rural Health has been changed from Dining Room “A” to 
the Valentine Room and will begin at 3:30 P.M. 

PRESIDENT EISENHOWER recently signed into law a bill providing a limited 
amount of publicity for union-management welfare funds (including medical plans). 
At the same time, he criticized the legislation as being too weak and stated that it 
would be ineffective unless tightened up by the next Congress. Under the new law, the 
Funds are required to register with the Secretary of Labor and submit annual reports. 
The reports would be made available to beneficiaries. 


Mr. Eisenhower declared that the act requires only summary statements which make 
it possible to conceal many abuses. He also stated that the bill’s reliance solely upon in- 
dividual employees to compel compliance through court proceedings is unrealistic. 
According to the President, “Employee suits alone are inadequate as inforcements reme- 
dies. Unaided by governmental authority to conduct investigations and institute liti- 
gation, individual employees, without financial resources or legal experience, can be 
easily intimidated, made subject to reprisals and discouraged from taking effective action.” 


THE SOCIAL SECURITY ACT has again been amended by the Congress. Actually, 


this is not unusual, since the same thing has been done every election year since 1950. 


This time, old age, survivors and disability benefits were increased by 7 per cent. This, 


of course, was in response to demands that benefits keep pace with the cost of living. 


It provided an additional $197 million for public assistance recipients, and gave states 
greater flexibility in the use of federal funds for financing medical care of the aged, 
blind, the disabled and dependent children. 


To finance these liberalizations, the taxable base has been increased from $4,200 to 
$4,800 of gross employment earnings and raises the tax in 1959 from 2% per cent to 
2'% per cent for employer and employee. The tax for the self-employed will be increased 
from 33% per cent to 334 per cent. Additional increases are scheduled for 1960, 1963, 


1966 and 1969. By 1969, the self-employed will be paying 63% per cent of earnings. 


There is considerable speculation that the next Congress will consider bills designed to 
provide hospital and medical care for OASDI beneficiaries. The House Ways and 
Means Committee directed the administration to study the situation and report by 
next February on the possibilities for financing medical care for the aged, with par- 
ticular emphasis on the practicability of increasing OASDI taxes and using the money 
to purchase health insurance on retirement. The AMA took a strong stand against using 
the social security system to provide such care, regarding as a beginning of national 


compulsory health insurance. 


MEDICARE OFFICIALS foresee the possibility of a shutdown of the civilian phase 
of the program early in 1959. It is beginning to appear that the $72 million appro- 


priated by Congress for the fiscal year will not be adequate, and it was agreed by Sen- 
ate and House Conferees that the armed forces should not spend more than that 
amount. Some believe that perhaps Congress will change its mind and vote more funds 


after it convenes January 7. 


STATUS OF JENKINS-KEOGH continues to be of interest to physicians. A bill 
passed the House late in July with very little opposition. However, it died in the Sen- 


ate Finance Committee when the Treasury Department insisted that it would result 
in a large tax revenue loss. The AMA, together with the American Thrift Assembly, 


pressed hard for an enactment. A new effort will be made during the 86th Congress. 


DID YOU KNOY that the average family doctor is a well established physician in his 


forties who treats about 26 patients a day and spends more than eight hours a day on 


home and office calls. 
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The Medical Society of Virginia.... 


Executive Secretary-Treasurer 


To be progressive, an organization must move forward 
—advance, develop. It cannot and must not stand still. 
As we look back over the past twelve months, we can 
see new milestones which the Society has passed in its 
development—milestones which bear testimony to the un- 
tiring efforts of the officers who control its destiny. 

There is no doubt but that we are living in an era 
dominated by one of man’s most sinister enemies—infla- 
tion. Prices continue to rise while values continue to de- 
cline. Administrators are hard put to maintain an ac- 
ceptable level of service without substituting red ink for 
black. During the past year, six more state medical 
societies increased their dues, and the national average 
climbed slightly over $55.00. It is with pride that we 
point to Virginia's dues of $25.00, which have remained 
unchanged since 1946. 

The above facts are mentioned in order to better point 
out the goal of your state office staff. The staff has con- 
tinued to seek the true “balance” which is the key to 
progress. In order to achieve this balance, it is necessary 
to develop the ability to correctly weigh the maximum in 
results against the most economical use of funds and per- 
sonnel. Good, sound, economical management will con- 
tinue to be the goal of your staff during the months ahead. 
Just how successful its efforts have been thus far can be 
determined by a close look at the auditor's report which 
will be published in the December issue of the Virginia 
Medical Monthly. 

Although it is virtually impossible to cover every activi- 
ty of the Society in a report of this kind, we do try each 
year to comment briefly on those activities which we be- 
lieve are of basic interest. 

Councit: The regular mid-winter meeting of Council 
was held on February 12, and complete minutes may be 
found in the April issue of the Virginia Medical Monthly. 

House oF Devcecates: For the first time in the modern 
history of The Medical Society of Virginia, there was 
called a special meeting of its House of Delegates. The 
House met in Richmond at the Hotel Jefferson on Sunday, 
April 13, for the express purpose of charting the future 
course of the Society with reference to the Medicare 
program. Although the minutes were published in the 
July issue of the Monthly, it is well to report here that 
the House adopted a resolution directing that the Society 
should negotiate for the continuation of Medicare and 
that the negotiators attempt to secure an agreement based 
on insurance or indemnity principles. 

Committees: During 1957-58, The Medical Society of 
Virginia had eleven standing and twenty-seven special 
committees—two less than last year. In an effort to 
streamline the committee structure somewhat, a number of 
committees, such as Tuberculosis, Cancer, and Heart, 
were combined into the Committee on Specific and Chronic 
Diseases. Forty-three committee meetings were held— 
twenty-five of them at the headquarters building. While 
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this is a very encouraging figure; we have reason to be- 
lieve that the facilities available in the new headquarters 
building will result in even greater committee activity. 
ComMPONENT Societies: Thirteen of the forty-seven com- 
ponent societies were visited during the year. The State 
Office arranged programs for seven of those. 
MemeersHip: There was no loss of momentum on the 
membership front, and it is gratifying to report that the 


2,800 level has been reached. The membership story fol- 
lows in detail: 
Members reported August 31, 1957- 2,711 
New members 
Reinstated 1 
165 
Deaths 
Resignations 15 
Dropped 
75 
Increase 90 
Total membership as of August 31, 1958 __ 2,801 


AMERICAN MEDICAL ASSOCIATION MEMBERSHIP: It now 
appears quite certain that The Medical Society of Virginia 
will not lose its third delegate to the AMA. Many mem- 
bers will remember the bitter disappointments of previous 
years when the society’s efforts to secure 2,000 AMA mem- 
bers always seemed to fall just a little short. This year, 
however, The Medical Society of Virginia can count 
2,024 members who belong to the AMA. 

MEETINGS AND CONVENTIONS: The State Office was rep- 
resented at both sessions of the AMA, AMA P. R. Insti- 
tute, Medical Exhibitors Conference, Southeastern Region- 
al Journal Conference, Regional Meeting of the Health 
Insurance Council, Annual Meeting of the Virginia Coun- 
cil on Health and Medical Care, and the Annual Meeting 
of the National Blue Shield Plans. 

Sixteen meetings of allied organizations within the 
State were also attended. Staff members served on the 
committees of the AMA, Red Cross, and the Virginia 
Council on Health and Medical Care. 

SPECIAL CONFERENCES: Two special conferences were 
arranged during the year. A special Senior Day Program 
was presented for senior medical students at the Medical 
College of Virginia, and an indoctrination program was 
presented in Falls Church for medical assistants in the 
northern area. The latter program was presented under 
the sponsorship, and with the cooperation of the Fairfax 
County Medical Society. 

New HEADQUARTERS BUILDING: Although construction of 
the new headquarters building was the direct responsibili- 
ty of the Headquarters Building Committee, staff members 
devoted many man hours (mostly off duty) to the job of 
sidewalk superintending. The membership can be sure 
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that every brick and stone was laid correctly and that 
only top quality materials were accepted. 

VIRGINIA COUNCIL ON HEALTH AND MEDICAL CaRE: The 
Society continued, both financially and otherwise, its sup- 
port of the Virginia Council on Health and Medical Care. 
Forty-one requests for placement assistance were referred 
to the Council and at least four of that number are now 
practicing in Virginia communities. 

PERSONNEL: The Executive Secretary would like to take 
this opportunity to express his appreciation of the un- 
tiring efforts of Miss Watkins, Miss Tobin, and Mr. 
Smith. With their cooperation, it has been possible to 
maintain a small, but effective staff. Although it was 
necessary to employ occasional part-time assistance, the 
permanent staff of four was maintained without difficulty. 

The Staff extends you a most cordial invitation to visit 
the new headquarters building and to learn firsthand just 
how the Society can serve you better. Service is the 
standard by which we measure progress. 

Rosert I. HowArp 
Executive Secretary-Treasurer 


AMA Delegates 


The House of Delegates of the American Medical As- 
sociation met in San Francisco from June 23-27 and ex- 
perienced one of its busiest sessions. Although over 60 
resolutions were considered, your Delegates will only 
comment on those which hold special interest for Virginia 
physicians. 

Perhaps it should be said that the free practice of medi- 
cine is at the crossroads and it is of the utmost importance 
that every physician concern himself with the issues which 
ultimately will decide the fate of American medicine. 

The Medical Society of Virginia was greatly honored 
by the election of Dr. W. Linwood Ball, Richmond, to the 
office of Vice-President of the AMA. Those of us who 
have worked closely with Dr. Ball during the past several 
years know full well that AMA could not have made a 
better choice. He has our sincere congratulations and 
support. 

Once again, the matters of medicine’s relationship with 
the UMWA Welfare and Retirement Fund came in for 
much consideration. It was decided that, for all prac- 
tical purposes, it would be wise to await the final report 
of the Committee on Medical Care Plans which will con- 
tain recommendations serving to clarify the relationship 
between the profession, the patient, and third parties. The 
Commission will very probably present its report to the 
House no later than this December. 

The House did direct, however, that the AMA proceed 
immediately with a campaign designed to inform the pub- 
lic of its right to the free choice of physician. 

The House reaffirmed its unequivocal opposition to the 
compulsory inclusion of self-employed physicians in the 
social security system. Attention was called to the fact 
that American physicians have stood always on the prin- 
ciple of security through personal initiative. 

Once again, the House urged congressional action to 
restrict hospitalization to veterans in VA hospitals to 
those with service connected disabilities. It was pointed 
out that in 957 over $619 million was spent on hospitalized 
medical care of veterans in VA hospitals, and approxi- 
mately 75% of those cared for had non-service connected 
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disabilities. It was further recommended that AMA sug- 
gest to Dean’s Committees that their activities be restricted 
to VA hospitals admitting only patients with service con- 
nected disabilities. 

Medicare was not overlooked, and the House reafirmed 
its basic contention that the Dependent Medical Care Act 
as enacted by Congress does not require fixed fee schedules. 
It was the opinion of the House that fixed fee schedules 
might ultimately disrupt the economics of medical practice. 

A report on “Medical Use of Hypnosis” by the Council 
on Mental Health was approved by the House. The report 
stated that general practitioners, medical specialists and 
dentists might find hypnosis valuable as a therapeutic ad- 
junct within the specific field of their professional com- 
petence. It was emphasized, however, that all those who 
use hypnosis need be aware of the complex nature of 
the phenomena involved. High level research on hypnosis 
was urged for physicians and dentists and its use for 
entertainment purposes was vigorously condemned. 

The Board of Trustees was requested to survey and 
re-evaluate the functions and effectiveness of the AMA 
Legislative system, including the Washington Office, in the 
light of present day conditions. The Board was asked to 
implement, as rapidly as possible, all changes and addi- 
tions that its survey discloses to be desirable. 

The House was requested that any funds provided 
under the public assistance provisions of the social se- 
curity act for medical care of the indigent be administered 
by a voluntary agency, such as Blue Shield, on a cost plus 
basis or by a specific agency established by the medical 
society of the state in which indigent care is rendered. 

In addition to the above, the House directed the Board 
of Trustees to study problems pertaining to licensure by 
reciprocity ; 

Urged members of the House of Delegates to consider 
carefully the preliminary report of the Committee on 
Preparation for General Practice; 

Expressed the opinion that some operating room ex- 
perience is valuable and necessary training for nurses; 

Approved an interprofessional code for physicians and 
attorneys and recommended that general hospitals, wher- 
ever feasible, be encouraged to permit the hospitalization 
of suitable psychiatric patients. 

All members of the Medical Society are urged to read 
the detailed Actions of the House of Delegates as pre- 
sented in the Journal of the American Medical Associa- 
tion. The resolutions and the Reference Committee action 
will give you a better idea of the thinking of these reso- 
lutions and actions. 


Vincent W. Arcuer, M.D. 


Medicare Advisory 

The Medicare Advisory Committee has met on four 
occasions during the past year and has considered over 
120 special cases referred to it either by the Department 
of the Army or the Fiscal Administrator. Many of these 
referrals result from the fact that questions are raised 
which call for special study and interpretation in the 
absence of pertinent directives. 

Unfortunately, it is not always possible for the Com- 
mittee to act on these referrals as quickly as it would 
like. Physicians concerned have been unusually coopera- 
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tive, and the Committee takes this opportunity to express 
its appreciation of their patience and understanding. 

The Medicare program, at this time, is fighting for its 
very existence. The cost has been considerably more than 
originally anticipated, and is receiving careful study by 
the Congress. This Committee, however, will continue 
its efforts to guarantee the program a sound footing in 
Virginia. 

W. Linwoop Bai, M.D., Chairman 
FLETCHER J. WRriGHT, Jr., M.D. 
Guy W. Horstey, M.D. 

Mason C. Anprews, M.D. 


Judicial 

The following amendments to the By-Laws have been 
proposed: 

Articte II 

Section 1—Change Section 1 to read as follows: 

“There shall be an annual assessment for each calendar 
year of $25.00 upon each active member who has been in 
active practice more than five years, payable in one or 
more installments before December 31st of that year. 
Those who have been in active practice for five years or 
less shall be assessed $15.00 for each calendar year. Dues 
for associate members shall be $7.00 for each calendar 
year. Dues shall be prorated on a monthly basis for 
those joining during the year. No dues are required of 
courtesy members.” 

(The purpose of this amendment is to provide a five 
year period immediately after a physician enters active 
practice during which his dues will not exceed $15.00.) 

VII 

Section 4—Change the first sentence of Section 4 to read 
as follows: 

“The President shall fill any vacancy occurring be- 
tween annual sessions in the Council, delegates to the 
American Medical Association, and standing committees, 
and such appointments shall be valid until the end of the 
next annual session, except that when the apportionment 
of delegates to the American Medical Association is in- 
creased the delegates and alternates selected to fill the 
new vacancies shall assume office immediately after their 
election and serve during that calendar year.” 

(Adoption of this amendment would permit the pro- 
visions of Section 4 to conform with similar provisions of 
the American Medical Association. ) 


J. Morrison Hutcueson, M.D., Chairman 
Hucu G. Stoxes, Jr., M.D. 
W. SALLey, M.D. 


Editorial Board 


The circulation of the Virginia Medical Monthly has 
now reached 3216, an increase of 71 over the previous 
year. 

The increased advertising matter has required more 
original articles in order that a proper balance may be 
maintained between ads and professional material. It is 
hoped that members of The Medical Society of Virginia 
will keep the Journal supplied with worthwhile articles 
on timely medical topics in even larger numbers than 
they have in the past. 

The increased use of color in pharmaceutical ads has 
sometimes delayed the appearance of the Monthly for each 
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additional color requires an extra run through the presses 
and this quickly becomes time consuming. It is hoped the 
members will take this into consideration whenever the 
Journal appears to be late in arriving. 

The frequency with which articles, guest editorials and 
editorials in The Monthly have been abstracted and have 
appeared in other publications, both lay and professional, 
has been a source of pride to the Editorial Board. 

The Virginia Medical Monthly has continued to operate 
at a slight profit but the actual figure will not be avail- 
able until the end of the fiscal year. 

WynpbHAM BLanTon, M.D. 

Ennion S. Wittiams, M.D. 

Lewis H. BosHer, Jr., M.D. 

E. Cato Drasn, M.D. 

HucH H. Trout, Jr., M.D. 

James L. HAmMNer, M.D. 

Juctan R. Beckwitn, M.D. 

A. Browntey Hooces, M.D. 

Harry J. WarTHEN, M.D., Chairman @ Editor 


Medical Service 

The activities of the Medical Service Committee for the 
year 1958 have been restricted almost entirely to the fol- 
lowing items: 

1. The question of possible abuses of major medical 
coverage and means to correct such abuses; 

2. The problem of the aging population of this country 
and the medical care of aged and indigent; 

3. The problem of increasing use of emergency rooms in 
hospitals and the standard of patient care given in 
these emergency rooms; 

4. The increasing number of foreign educated physicians 
licensed in this State. 

In addition to two full meetings of the entire Medical 
Service Committee, there were numerous informal con- 
ferences between members of the Committee and also 
Sub-Committees. The first formal meeting was held in 
Richmond on January 26, the second meeting was held 
in Newport News on June 15, at the Newport News Ship- 
building and Dry Dock Company, where Dr. Barnes 
Gillespie had arranged for a conducted tour. 

The following resolutions are presented to the House 
of Delegates: 

(1) Be Ir Resotvep, that The Medical Society of Vir- 

ginia lend its efforts to the passage of a second 

injury law. 

Be Ir Resotvep, that The Medical Society of Virginia 

be notified that the Medical Service Committee ad- 

vocates an Industrial Health Conference between 


members of the medical profession and the members 
of various industries in the State with the idea that 
such a health conference be sponsored by the medical 
profession and the members of various industries in 
the State. 

(3) Be Ir Resotvep, that the Sub-Committee on Prepaid 
Hospital and Medical Insurance be appointed as the 
Committee to which all questions concerning health 
insurance, complaints by insurance companies, doctors 
or patients, should be referred, and that in addition, 
that this Sub-Committee be empowered to consult 

with the Virginia Committee of the Health Insurance 

Council, for help and assistance in any of its prob- 
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lems, and further, that any problem or complaint may 
be referred to the Grievance Committee of a local 
medical society if this should be necessary. (As ex- 
planation for the above resolution, Dr. Ennion Wil- 
liams has pointed out that the success or failure of 
the major medical coverage rests with the medical 
profession. That it is necessary that the insurance 
companies be billed by the physicians according to 
their usual fees, rather than the fee that the insurance 
company may pay.) 

In addition to the above resolutions, the Committee has 
undertaken a study of hospital emergency room care and 
questionnaires have been sent to all hospitals in the State 
with the idea that all of this information can be correlated 
and possibly at a later date, definite suggestions for im- 
proving or standardizing emergency room care can be 
made to the hospitals or to the Virginia Hospital Associa- 
tion. 

The Chairman would again like to thank all of the 
members of the Medical Service Committee and their sub- 
committees for their faithful work during the previous 
year. Mr. Howard and his staff are also to be thanked 
for making our meetings more worthwhile. The Chair- 
man would also like to say that progress is being made 
along several lines and will continue to be made as long 
as the members of the Society are interested in the better- 
ment of the care of the citizens of our State. 


Marcetius A. Jounson, II], M.D. 
James P. Witiiams, M.D. 
ARTHUR VAN NAME, Jr., M.D. 
RicHArp E. PAtmMer, M.D. 
WILLIAM Jouns, M.D. 

CuHarLes H. Lupton, M.D. 
CHARLES L. Savace, M.D. 

SNOWDEN C. HALL, Jr., M.D. 

H. B. Hoisincer, M.D. 

RusseLL Buxton, M.D., Chairman 


House 
The following report of the House consists chiefly of 
expenses incurred at the former headquarters building at 
1105 West Franklin Street but two items concern expenses 
incident to the operation of the new headquarters at 4205 
Dover Road in Windsor Farms. 
Building Maintenance for 1957-58 was as follows: 


Janitor and Supplies 
Plumbing & Electrical Repairs -______ 91.89 
Utilities 
Taxes 

1105 West Franklin Street $464.36 

4205 Dover Road tina? 621.15 
Insurance 110.89 
Furnace Repairs 15.75 
Fuel Oil 

1105 West Franklin $402.52 

4205 Dover Road - 133.00 535.52 

Total ______. $2,953.18 


The current budget provided for $2,100.00 for building 
maintenance and $500.00 for building repairs. 

The $353.18 by which the budget was exceeded was 
more than compensated for by the $1,320.00 which was 
contributed toward the upkeep of the headquarters build- 
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ing by the three organizations that use the second and 
third floors. 


FLeTcHer WricutT, M.D. 
Donatp S. DANtELs, M.D. 
H. J. Warten, M.D., Chairman 


Scientific Exhibits and Clinics 

Twenty-five top flight exhibits will be an outstanding 
feature of the 1958 Annual Meeting of the Medical So- 
ciety. The exhibits will be located on the mezzanine of 
the Hotel Jefferson and will be easily accessible to all. 

The excellent booth arrangement was worked out with 
the cooperation of representatives of ADD, Incorporated, 
Cleveland, who made a special visit to Richmond in order 
to make sure that the available space will be utilized to 
maximum advantage. 

Once again, awards will be presented for (1) exhibits 
prepared by institutions and (2) exhibits developed by 
individual physicians. 

The physicians responsible for these exhibits have spent 
a great deal of time and effort in their preparation. They 
are presented for your benefit and your Committee urges 
that you spend as much time among them as possible. 

Frank M. BLAnton, M.D., Chairman 
Atvin C. Wyman, M.D. 
Anprew F. Giesen, M.D. 


Ethics 

The Ethics Committee had three matters referred to 
it during the year and is pleased to report that all were 
handled satisfactorily. 

As the practice of medicine becomes more and more 
complex, and as the profession girds itself for a last ditch 
battle to preserve its freedom, it is not difficult to under- 
stand why questions concerning medical ethics can be 
expected to arise often in the months ahead. It is for this 
reason that this committee is sponsoring in the Virginia 
Medical Monthly a section by section breakdown of the 
Principles of Medical Ethics as adopted by the AMA. 

This committee also strongly urges the membership to 
study the excellent report of the committee on principles 
and policies as published in this issue of the Monthly. 

Russet, G. McAtuister, M.D., Chairman 
Ropert P. Trice, M.D. 
Harotp W. Miter, M.D. 


Mediation 

No formal meetings of the Mediation Committee were 
held during 1957-58. The Chairman did, however, confer 
with the Executive Secretary on three occasions in order 
to discuss technical procedures. 

Your Committee is pleased that, from all indications, 
grievance committees of component societies are handling 
all matters referred to them in a manner satisfactory to 
all concerned. 

James L. Hamner, M.D., Chairman 
Vincent W. Arcuer, M.D. 
CARRINGTON WitiaMs, M.D. 
James P. Kine, M.D. 

James D. Hacoop, M.D. 


Membership 

No matters have been brought to the attention of your 
Committee on Membership during 1957-58, and as a re- 
sult, no meetings of the Committee were held. 
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The Committee calls your attention to the growth of 
the Society as reported by the Executive Secretary. We 
extend our many new members a most cordial welcome 
and trust that the Society will serve them well during the 
coming years. The names of these members have been 
published in the Virginia Medical Monthly each month, 
and we shall not, therefore, repeat them at this time. 

The Committee takes particular pleasure in nominating 
our retiring President, Dr. Harry C. Bates, Jr., for honor- 
ary membership in The Medical Society of Virginia. His 
record has been outstanding and he deserves a hearty and 
sincere “well done”. 


Acorns W. THompson, M.D., Chairman 
Cecit B. Dixon, M.D. 
WILLIAM GrossMAN, M.D. 


Public Relations 

The public relations program during 1957-58 might very 
well be described as a blend of the old and the new. 
Although your PR Committee concentrated on those proj- 
ects which have proven themselves over the past few 
years, it also pioneered a number of projects which looked 
unusually promising. 

The Committee, for the first time, sponsored a “Senior 
Day” program for senior medical students. The program 
was presented for students of the Medical College of 
Virginia and, from all indications, was very well received. 
Among the subjects covered were the art of the practice 
of medicine and the doctors responsibility to his com- 
munity. It is hoped that such programs can be presented 
each year. 

A new medical communication service, featuring ex- 
hibits on film, was originated during the year bv one of 
the nation’s largest pharmaceutical houses, and the Pub- 
lic Relations Committee agreed to act as the Virginia dis- 
tributor. These film strips make excellent programs 
for component medical societies and feature many of the 
outstanding exhibits as they appeared at such meetings as 
the AMA, etc. Each film strip is accompanied by its own 
microgroove record and showing time is 20-minutes. The 
Committee has a number of excellent films available and 
they can be obtained any time merely by contacting the 
state office. 

An excellent indoctrination course for medical assistants 
was sponsored by the Fairfax County Medical Soviety 
with the Committee's cooperation. Approximately 150 
assistants attended the four-hour session and the Commit- 
tee hopes other component societies will follow the lead 
of our northern members. 

Your Committee has continued to work closely with 
radio stations in Virginia and is pleased to report that 
1,274 programs have been presented thus far. Twenty-two 
stations, ranging all the way from Big Stone Gap to 
Suffolk, are carrying our programs at this time. 

Although the demand for literature was not as heavy 
this year as in the past, the state office still sent out over 
500 pieces. 

Once again, the Committee would like to commend the 
Society's Committee on Rural Health for its interest in 
the 4-H Club Health Awards. Dr. James R. York, Berry- 
ville, attended the 4-H Club Health presentation ceremony 
at V.P.1. and presented a number of awards sponsored 
by The Medical Society of Virginia. The Committee on 
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Rural Health is doing much to further the cause of 
public relations. 

The AMA requested your Committee to review several 
films which had been produced by the Iowa State 
Medical Society and shown to TV viewers in that area. 
The films were scientific in nature, but presented in such 
a manner that the lay public could follow them without 
difficulty. After reviewing the films, the Committee recom- 
mended them highly to the AMA with the hope that a 
series will be purchased for distribution to the various 
states. 

Your Chairman and the Executive Secretary once again 
attended the AMA PR Institute in Chicago and were 
again disappointed that Virginia was not represented by 
a larger delegation. Good public relations begins right 
at home and no committee can do a job quite so well as 
those who are “on the scene” every day. This Committee 
recommends that The Medical Society of Virginia urge 
each component medical society to send at least one 
representative to the AMA PR Institute in 1959. 


Joun Wyatt Davis, Jr., M.D., Chairman 
Mason C. Anprews, M.D., Vice-Chairman 
Ira L. Hancock, M.D. 

Tuomas E. Haccerty, M.D. 

H. Barney, M.D. 

Tuomas W. Murrett, Jr., M.D. 


Advisory to Woman’s Auxiliary 

It has been my privilege to serve as Chairman of the 
Advisory Committee for the Woman's Auxiliary during 
the past year. It is my pleasure to report that there are 
now twenty-two auxiliaries in Virginia and the total 
membership is eleven hundred and eighty-six. 

The women are particularly interested in Public Rela- 
tions, Civil Defense, Mental Health, Recruitment for 
Allied Medical Careers, Legislation and Safety. They 
are more than willing to assist the medical societies of the 
state however needed. As Dr. David B. Allman, the 
immediate past-president of the American Medical As- 
sociation, stated, “A closer relationship with the Woman's 
Auxiliary is an advantage to the Medical Society.” 

C. M. McCoy, M.D., Chairman 
FLETCHER J. WriGHT, M.D. 
Reverby H. Jones, Jr., M.D. 


Liaison to Confer with U.M.W. Welfare Fund 

In September of 1957 a special committee of the Liaison 
Committee met in Norton to confer with the staff of a 
hospital and the Area Medical Director of the UMWA 
over removal of a hospital from treating UMWA cases. 
A hearing was held for two days and final decision was 
reached that the hospital should audit its reports and the 
Area Medical Director would consider reinstating the 
hospital provided the reports were more documental. The 
committee has not heard from either side of this case 
since decision was given but it feels that it has shown 
the Medical Society was doing its part in helping to clear 
up a dispute between a local hospital and the UMWA 
Fund. 

In the past year the Liaison Committee had a meeting 
with the Area Medical Director and the three delegates 
to the A.M.A. to discuss the guiding principles put out by 
the House of Delegates of the A.M.A. at their meeting 


in New York and Philadelphia. During a thorough dis- 


cussion of these principles, we agreed on all matters except 
the one concerning free choice of physicians. This, we 
think, can be worked out with the Area Medical Director 
at a later date and after a decision has come out of the 
House of Delegates of the A.M.A. which is to be given 
out in December of 1958. There is a special committee 
of the A.M.A. investigating the action of the Welfare 
Fund in the eleven states in which it operates and the 
committee feels after this decision is given we will be 
able to work out a workable agreement with the Area 
Medical Director. 

The committee feels that most of the disputes which 
come up with the Fund can be settled on a state basis and 
we have had very satisfactory talks with the Area Medical 
Director, as the type of medicine in Southwest Virginia 
has improved since the Welfare Fund was established 
in 1947. 


At the present, due to economic conditions of the coal 
business, the Fund in the fiscal year of 1957 and 1958 has 
reduced the amount of money allowed for medical care 
in this area 14% based on the amount spent the previous 
fiscal year. Starting with the incoming fiscal year, there 
has been another curtailment in order to meet present 
obligations. 


During the past year there was some dispute by a 
physician in the western part of the state as to the Fund 
paying for drugs for their constituents. The committee 
had been informed by the Area Medical Director that 
certain types of drugs that were a hardship for the 
patient to buy would be furnished by the Fund through 
a local drug store where they could make this arrange- 
ment. Drugs were to be furnished for the following con- 
ditions: 

Bronchial asthma and other similar conditions 
requiring antigen therapy 

Bronchiectasis 

Cardiac failure 

Cirrhosis of liver 

Coronary thrombosis 

Diabetes Mellitis 

Duodenal! ulcer 

Epilepsy, Grand Mal and Petit Mal 

Malignant Hypertension and cardiovascular disease 

Malignant tumors 

Paraplegia 

Pernicious anemia 

Pneumoconiosis 

Rheumatic fever 

Rheumatoid arthritis 

Silicosis 

Thyroid deficiency 

In the future we feel any dispute that comes up by the 
local physicians with the Fund should be handled through 
our committee. 


In the meeting of the House of Delegates in San Fran- 
cisco in June, the State of Colorado presented a resolution 
which was passed for the education of the public as to 
the Fund benefits over the way the Fund is being handled. 
Since the dispute over the free choice of physicians has 
not been fully settled, they wish to educate the public on 
the actions of the Welfare Fund throughout the United 
States. 

In Virginia during the past year our workings with the 
Area Medical Director have been very satisfactory and 
we feel that any type of dispute that comes up can be best 
handled by our state committee without the local com- 
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mittees as county committees tend to become too per- 
sonalized. 
We hope our good relationships will continue with the 
Area Medical Director. 
James P. M.D., Chairman 
Tuomas Hunter, M.D. 
Mack I. SHANHOLTz, M.D. 
Joun O. Boyp, M.D. 
B. Barton, M.D. 
Rurus Brittain, M.D. 
WituiaM F. MaAtoney, M.D. 
KINLOCH NeELson, M.D. 


National Emergency Medical Service 

Although no meeting of committee has been called 
during the past year, there has been more activity than 
in any previous period. The various members of the 
committee have been called upon for recommendations and 
advice. Since the chairman of this committee is also the 
Chief, Health and Special Weapons Defense of the State 
Office of Civil Defense, there has of necessity been an 
overlapping of duties. It is felt that a report on the 
medical preparedness of the State for disaster, either 
natural or enemy incited, would be in order. 

There are at present approximately 120 First Aid Sta- 
tions in the State, most of them located at strategic points. 
However, it will be necessary to obtain more such stations 
if we are to be prepared to take care of casualties among 
evacuees from target areas or to care for victims of such 
disasters as fire, floods or hurricanes. 

There are seven pre-positioned 200-bed emergency hos- 
pitals located at Richmond, Charlottesville, Roanoke, 
Winchester, Fredericksburg, Franklin, and Manassas. Five 
more such hospitals are stored at Cheatham Naval Supply 
Annex at Yorktown and seven more at the Richmond 
Quartermaster Depot. A request is being prepared to pre- 
position an additional number of these hospitals in 
evacuee reception areas, In the past two years these hos- 
pitals have been on display in Richmond, Roanoke, Nor- 
folk, Danville and Fort Monroe. There are, at the present 
time eleven hospital cadres of the principal staff members, 
ready to form the complete staff when necessary. In ad- 
dition arrangements are being carried out to tie in local 
hospitals with state colleges to form a so-called hospital 
center. These are capable of caring for approximately 
2000 patients each, with addition of extra medical and 
nursing personnel. An example of such centers is the 
Rockingham Memorial Hospital and Madison College in 
Harrisonburg. 

Training is continuous in Red Cross First Aid classes, 
Nursing Care of Mass Casualties, Radiological Monitoring, 
and the Care of Mass Casualties for physicians. We have 
endeavored to have local medical societies devote certain 
meetings each year to the Care of Mass Casualties. The 
response of the local societies has not been too good. 
Cooperation of individual physicians has been much 
better. 

Additional medical supplies, other than emergency hos- 
pitals, are stored at Cheatham Naval Supply Annex, Rich- 
mond Quartermaster Depot, Veteran’s Administration 
Hospital, and by the State. 

The State has tentatively been divided into five regions 
which will effectively decentralize the medical prepared- 
ness effort, as well as make control easier in case of 


VirctintA MepicaL MonTHLY 


disaster. While this is tentative now, depending upon 
action of the Congress, it is hoped this can be effected in 
the near future. A physician, nurse and advisory sani- 
tarian have been appointed to assist the regional coordi- 
nator when he is appointed. 

The committee feels that much has been done, but there 
still remains much more to be done before we can say 
we are fully prepared. 

E. Cato Drasu, M.D. 

James L. Hamner, M.D. 

ALEXANDER McCausLanp, M.D. 

CuHar_es R. Ritey, M.D. 

Tuomas Sait, M.D. 

W. Ross SourHWaARD, JR., M.D., Chairman 


National Legislative 

The composition of the Committee is that the Councillor 
for each District is on the Committee. Almost all com- 
mittee work is carried on through these committeemen. 
The Chairman of the Committee, chosen by the State 
Society President, acts as liaison officer between the Legis- 
lative Committee of the American Medical Association and 
the State Society. When matters of national legislative 
interest arise, the Committee Chairman is contacted by the 
A.M.A., and he in turn communicates with the Councillors. 
These men know their representatives in Congress or 
know the people who should contact these congressmen. 

During the past year several legislative matters have 
come up demanding the attention of this committee. 
Specifically the Forand Bill to markedly expand Social 
Security to the over-65 group, and cutting of the appro- 
priation for Medicare. 

The Chairman of this Committee wishes to take this 
opportunity to publicly thank the members of the Com- 
mittee for their invaluable work during the past year. 
The thanks of the entire committee are due Mr. Robert 
Howard and his efficient staff for immediately contacting 
committee members when the “blue chips” were down and 
immediate action was necessary. 

Vincent W. Arcuer, M.D., Chairman 


Principles and Policies 

The Committee on Principles and Policies met repeated- 
ly during the year. A free exchange of opinions, and 
frequent rewriting, resulted in the submission of the fol- 
lowing resolution—which the Committee recommends be 
adopted to guide The Medical Society of Virginia in its 
deliberations. 

We reiterate the fundamental principles which the pro- 
fession of medicine has always accepted and by accepting 
has gained the confidence and respect of humanity. From 
the Hippocratic Oath to the most recent revision of the 
Principles of Ethics of the American Medical Association 
and the opinions and reports of its Judicial Council, 
through the teachings of medical philosophers down 
through the ages, the same basic principles have survived. 
Cultural, social, and economic attitudes have altered de- 
tails of application but the principles are basic and un- 
changed. 

As stated in the preamble of the recent revision of the 
Principles of Medical Ethics, “These principles are in- 
tended to aid physicians individually and collectively in 
maintaining a high level of ethical conduct. They are not 
laws but standards by which a physician may determine 
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the propriety of his conduct in his relationship with pa- 
tients, with colleagues, with members of allied profes- 
sions, and with the public.” 

We are firmly convinced that the survival of the medical 
profession as a group of dedicated individuals, free to 
serve without limitation except as imposed by the avail- 
able scientific knowledge and art of application, depends 
completely upon the adherence and conformance of the 
medical profession individually and collectively to those 
basic and fundamental principles. 

In accord with those principles there are certain 
privileges and obligations which may be enumerated. 

First, of the physician himself: 

1. The right of the patient to the free choice of the 
physician who attends him. 

2. The freedom of the attending physician to treat his 
patient in accordance with currently accepted procedures, 
and without interference by a third party. 

3. The right to charge a fee for services consistent 
with the service rendered, the skill and capability of the 
physician, the time and effort required, and the capacity 
of the patient to pay. 

4. The obligation of a good citizen to his community 
and his colleagues. 

5. The duty to support, to consult with, to aid, advise, 
and teach other members of his profession. 

6. The right of each duly licensed member of the 
medical profession to be considered capable of rendering 
medical services in accordance with law and local prac- 
tice, unless otherwise determined by his peers. 

In willing and cheerful return for the rights and 
privileges granted to the profession as a whole and to its 
members each individual has an obligation to: 

1. Render good, efficient, and honest services to his 
patients and their families in conformance with policies 
accepted in his own community. 

2. Charge fees for services rendered which are reason- 
able and in accord with the patient's capacity to pay, and 
to willingly explain the fees charged and the reasons 
therefor. 

3. To assist any person in an emergency to obtain 
needed medical attention, regardless of the ability to pay, 
and if medical services are personally rendered, to con- 
tinue such services until the family physician is available 
or until adequate time and opportunity is afforded to 
secure replacement. 

4. To grasp every available opportunity to read, study, 
and attend meetings and seminars to maintain and im- 
prove his competence in the art and science of medicine. 

5. To secure consultation or assistance, or to refer the 
patient to a more capable or better trained physician, 
when the character of the illness or the complications of 
the case indicate the need of assistance or his lack of 
capacity in that particular case. 

6. To secure consultation or make referral on the basis 
of ability and capacity rather than because of friendship 
or the expectation of reciprocated favors. 

7. To refrain from the splitting of fees in any guise, 
and to confine his income from the practice of his profes- 
sion solely to fees for services actually rendered. 


8. To contribute to his community as a good and active 
citizen, participating in every worthwhile community 
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enterprise to the extent permitted by the needs and de- 
mands of his patients. 

9. To participate regularly and actively in the local, 
state, and national organizations representative of his 
profession. 

As the individual member of the medical profession has 
privileges and obligations, so have the organizations of 
individuals, the medical societies. Chief among them are: 

1. To examine carefully and critically the training, 
capability, character and practice of applicants for mem- 
bership and of its members, for the assurance that they 
are capable of and are delivering the type and character 
of service the public has a right to expect and believes it 
receives from those accepted into membership in official 
medical organizations. 

2. To investigate and determine abuses in the practice 
of medicine, and of violations of accepted principles of 
medical practice or of ethics, and to discipline proven 
violators by appropriate action taken without fee or favor. 

3. To study and investigate proposals for new and un- 
tried forms of medical practice based on changes in social 
or political concepts, and when those proposals fail, to con- 
form to the basic accepted principles of policy and medical 
ethics to withhold approval and discipline violators. 

4. To study and investigate proposals for the medical 
care of indigents, whether by private or public agency, 
in order to assure that regardless of the source of financial 
support, local control and direction is retained. 

5. To perfect arrangements whereby emergency, night, 
holiday, and week-end medical services are available 
when required. 

To attain the implementation of the preceding prin- 
ciples and policies, it is recommended that: 

1. Wide publicity be given the principles and policies 
as adopted, first, through the Virginia Medical Monthly 
and the sending of reprints to each physician licensed to 
practice in Virginia, and later, through the various media 
for public information. 

2. Appropriate committees be appointed to (a) rule on 
questions of principles and policies as they arise and (b) 
to investigate and recommend appropriate action when 
violations are determined. The State Medical Society 
Committee should consist of not less than eight (8) mem- 
bers appointed by the president of the Society. 

3. It is further recommended, that local committees on 
the principles and policies of the medical profession be 
established in each constituent society. 

4. Further to make effective these recommendations, 
that the activities and functions of the Mediation and 
Ethics Committees be evaluated and clarified. 

5. That these principles and policies be written into 
the constitution of The Medical Society of Virginia and 
that the Judicial Committee be instructed to accomplish 
that effort. 

6. That study be made of the feasibility of incorporating 
these principles and policies into the Medical Practice Act 
that the sanction of law may give weight and add authori- 
ty to enforcement. 

Joun T. T. Hunptey, M.D., Chairman 


Conservation of Hearing 


Reports from the members of the Committee on the 
Conservation of Hearing indicate a continued interest 
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and growth of the many programs throughout the State 
dealing with hearing and speech problems. However, as 
one surveys various units and areas in which active 
programs exist, it is obvious that there is a general lack 
of uniformity in the sponsoring groups, organization, per- 
sonnel, goal and financing of the separate projects. This 
aspect is not difficult to understand if one becomes 
thoroughly familiar with the history and development of 
the hearing and speech programs with their many allied 
needs. 

In general, problems related to impaired hearing are 
receiving the greatest degree of attention throughout the 
State. This is noted in the increasing number of hearing 
surveys that are carried out in the young school age groups 
(past committee reports—Charlottesville; University of 
Virginia Survey, Richmond; Junior League Survey, Nor- 
folk; City School Board). Unlike the State Commission 
for the Blind, there is no such commission for the speech 
or hearing problems. Too, the need for services to those 
handicapped in hearing and speech, varies a great deal 
in relation to the population area involved, introducing 
many problems. Therapy or training is not always readily 
accessible to those who reside in remote regions because 
of the marked lack of trained teachers in this field. 


The problem of financing and education of the public 
and physicians in this special area is a most important 
one. In this connection, the committee wishes to take 
special recognition, with gratitude, of the many non- 
salaried workers who have given so much of their time, 
interest and effort in behalf of the speech and hearing 
handicapped. Special mention is in order for the services 
and financial aid rendered by the Virginia Society for 
Crippled Children and Adults, Inc., The Virginia Hearing 
Foundation, Charlottesville, Lynchburg Speech and Hear- 
ing Center, Inc., Bristol Hearing and Speech Center, 
Medical College of Virginia Hearing and Speech Center, 
the Richmond Junior League Speech Center, and many 
other loyal individual and active supporters. 

The developments improving the status of the handi- 
capped hearing and speech person in the last few years 
are most encouraging. These consist in the repair of de- 
fective ear drums, more adequate surgical procedures for 
removal of disease in the mastoid cells and middle ear, 
and improved techniques in reaching and treating in 
selected cases, the immobilized stapes due to the scarring 
of past disease and in otosclerosis without severe nerve or 
bone involvement. These, plus improved techniques for 
teaching the hard of hearing and speech defectives are 
all most encouraging. Physicians having a special interest 
or problems of the above mentioned or similar should 
feel free to contact the otologist of their choice or any 
member of the committee for assistance. 

Cat T. Burton, M.D. 

Net. CALLAHAN, M.D. 

James GorMAn, M.D. 

W. Coptey McLean, M.D. 
Joun G. SELLERs, M.D. 
FLETCHER Woopwarp, M.D. 

P. N. Pastore, M.D., Chairman 


Insurance 


The Insurance Committee held two meetings during the 
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year. The first was held in Roanoke and the second at 
Society Headquarters in Richmond. 

Much of its first meeting was devoted to a review of 
the Society's professional liability program. It is good to 
report that the program has made considerable progress 
during 1957-58 and is now firmly established. Nearly 
800 members of the Society are now covered under the 
program and the experience has been good. 

The Committee found, from a statewide survey, that 
by far the majority of the membership was interested in 
a group major hospital plan of some type. Similar interest 
was expressed in a group business overhead program. 
Consequently, your Committee gave considerable time to 
the consideration of major hospital and business over- 
head proposals. 

The business overhead plan would go into effect on 
the 15th day of illness and would cover all recognized 
business expenses. The premiums seem reasonable and 
your Committee believes that such a plan would make an 
excellent supplement to a member's sickness and acci- 
It is recommended, therefore, that The 
Medical Society of Virginia accept the business overhead 


dent coverage. 


proposal as submitted by the American Casualty Company 
through Mr. David Dyer of Roanoke. 


With reference to major hospital coverage, the Com- 
mittee studied two proposals quite carefully. One was 
submitted by the American Casualty Company and the 
other by Blue Cross. The Committee compared such 
features as eligibility, coverage for mental illness, nursing 
care, maternity care, cost, outpatient care, extent of cov- 
erage, etc. As might be expected, the two proposals were 
both excellent and had much to offer. Committee members 
were particularly impressed by the fact that the Blue 
Cross plan was available to all members of the Society 
regardless of age, health or marital status. They were 
equally enthusiastic concerning the amount of nursing 
care covered under the commercial plan (75% of the ex- 
incurred for services of graduate or 


pense actually 


licensed nurse rendered in hospital). 

The Committee was, therefore, faced with a most per- 
plexing problem. It had, on one hand, a plan proposed 
by the American Casualty Company which seemed to ap- 
peal more to the average physician. On the other hand, 
the plan proposed by Blue Cross would provide coverage 
for the physician who needs it most—the physician over 
age 70. 

Your Committee believes that a state medical society 
must act in the best interest of all of its members. Whether, 
however, the age protection feature of the Blue Cross 
plan outweighs what appears to be the more acceptable 
feature of the commercial plan is the question which 
must be decided. 

It is with this thought in mind that the Insurance Com- 
mittee respectfully submits its findings to the Council of 
The Medical Society of Virginia with the request that 
careful consideration be given to the benefits involved. 


James L. Cuitwoop, M.D., Chairman 
ANbDREW GigseN, M.D. 

W. D. Lewis, M.D. 

Guy W. Horstey, M.D. 

J. R. B. Hutcuinson, M. D. 

Louis P. Battey, M.D. 
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Mental Hygiene 

Two meetings of the Mental Hygiene Committee were 
held, the first in April and the second in July. 

Shortly after the appointment of the Mental Hygiene 
Committee in October, 1957, the chairman attended the 
Fourth Annual Conference of Mental Health Representa- 
tives of the State Medical Associations. This conference 
was sponsored by the American Medical Association 
Council on Mental Health and held in Chicago, Illinois. 
The chairman feels that the conference was most worth 
while and that The Medical Society of Virginia should 
be represented at these conferences each year. 

There were four group discussion meetings during the 
conference, the following topics being discussed: 

The Role of the General Practitioner in Relation to 

the Specific Psychiatric Case 

Blue Cross-Blue Shield and Other Voluntary Health 

Insurance Plans for the Psychiatric Patient 

Relationship of the Psychiatrist in Private Practice to 

the General Hospital in His Community 

Psychiatric and Related Mental Health Problems in In- 

dustry 

The committee's attention was called to a letter from 
the American Medical Association recommending (1) that 
the chairman of state committees on mental health be 
appointed for a minimum of three years and (2) that 
mental health chairmen of state auxiliaries be invited to 
attend all meetings of mental hygiene committees. 

It was moved and passed that the suggestion of the 
A.M.A. with reference to a three year appointment for 
mental health committee chairmen be brought to the at- 
tention of the President-Elect of The Medical Society of 
Virginia. 

The chairman informed the committee that he had 
already taken steps to make sure that the auxiliary be 
represented at meetings of the committee. 

An item of major interest to the committee remains, 
adequate Blue Cross and Blue Shield coverage in mental 
hospitals for psychiatric conditions. In view of this, the 
Executive Director of the Virginia Hospital Service Asso- 
ciation was invited to meet with our committee during 
its first meeting. He reported that beginning in June, 
1958, the Richmond Blue Cross plan would cover mental 
illness, alcoholism and drug addiction for a period of 
sixty days. A discussion then ensued as to why the di- 
versity of Blue Cross plans in various localities or areas. 
The executive director pointed out that this was un- 
doubtedly necessary from an economic point of view. 
There was strong feeling by the committee that other 
Blue Cross plans in Virginia should follow Richmond's 
lead, and the question was raised as to how this might 
best be accomplished. It was thought that some type of 
communication with the various boards of directors might 
help and a merger of the various plans might well be 
the ultimate answer. It was the opinion of the Executive 
Director that any move in this direction should originate 
within The Medical Society of Virginia. 

A motion was introduced, seconded and adopted recom- 
mending to the Council of The Medical Society of Virginia 
that all Blue Cross plans in Virginia be urged to adopt 
some equality of coverage in so far as psychiatric and 
emotional disorders are concerned. 

The committee wishes to commend the Executive Direc- 
tor of the Virginia Hospital Service Association for the 
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manner in which he and the Richmond Blue Cross plan 
have cooperated with the committee in securing more 
adequate coverage for mental illness. 

Appearing before the committee at its first meeting was 
a representative from the office of the Commissioner of 
Mental Hygiene and Hospitals. He expressed concern for 
the mentally defective children currently being cared for 
in nursing homes. He stated that many such homes are 
poorly equipped and that the children receive little, if 
any, medical care. It was the consensus that something 
should be done concerning this situation. It was decided 
to bring this to the attention of the Woman's Auxiliary 
and invite their assistance in promoting an educational 
campaign through P. T. A. and other organizations, 
hoping thereby that public attention could be aroused and 
that in some way an effectual means could be found to 
remedy this situation. 

The committee was pleased to learn that one of last 
year’s recommendations, namely, “That the question of 
restoration of driver’s license without penalty for pa- 
tients who have been treated for mental or emotional ill- 
ness be given favorable consideration” had been received 
favorably by the Division of Motor Vehicles and that its 
questionnaire will be revised in such a way that a person 
discharged from a mental hospital as recovered will not 
be penalized. 

The committee voted at its first meeting to make an 
attempt to secure space for a speaker, who would be rep- 
resentative of this committee, on the program of the an- 
nual meeting of The Medical Society of Virginia to be 
held in October, 1958. At the second meeting the chairman 
advised the committee that the Chairman of the Program 
Committee of The Medical Society of Virginia had kindly 
allotted us 30 minutes on Tuesday, October 14. Dr. Ewald 
W. Busse, Professor of Psychiatry at Duke University 
School of Medicine, has been secured to speak at this 
time. The subject will deal with problems of the aged. 

During the first meeting of the committee there was 
discussion concerning permissive legislation which was 
passed by the 1958 General Assembly in order that a study 
could be made of the need for a mental hospital in 
northern Virginia. The committee agreed to consider a 
suggestion that The Medical Society of Virginia be re- 
quested to approve the proposed hospital in the northern 
area of Virginia. 

At the second meeting of the committee, Senator Edward 
E. Willey, Chairman of the State Hospital Board, ap- 
peared by invitation and discussed the State Hospital 
System in general and the possibility of building a State 
mental hospital in northern Virginia. There was con- 
siderable discussion by the committee with Senator Willey 
concerning the establishment of such a hospital. 
ever, no further action was taken by the committee. 

The problem of therapeutic abortion continues difficult, 
and here the issue of emotional health is frequently 
raised. 


How- 


We suggest that the society set up an appropriate com- 
mittee including obstetricians to study the present trend 
of therapeutic abortion in Virginia. 

The committee should attempt to learn if there is varia- 
tion in the different localities in hospitals in the State 
concerning the incidence of therapeutic abortions and the 
reasons for any variations if they do exist. 
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The possible existence of committees in hospitals to 
recommend therapeutic abortions should be studied and the 
experience of these committees or any other machinery for 
handling this problem should be presented to the society 
for the benefit of all the members. 

The committee wishes to go on record as opposing the 
current law making it mandatory for every patient being 
considered for commitment to a mental hospital to be 
represented by an attorney. 

It was suggested that perhaps the name of this com- 
mittee should be changed from Mental Hygiene to 
Mental Health Committee. (The president-elect will be 
contacted in this regard.) 

The chairman wishes to express to the remainder of 
this committee and to Mr. Robert I. Howard, Executive 
Secretary, his appreciation for their cooperation and as- 
sistance in the formation of this report. 

J. SAuNDERS, M.D., Chairman 
JosepH R. BLatock, M.D. 

Tuomas S. Epwarps, M.D. 

Josepu D. Lea, M.D. 

R. CoLEMAN LonGAN, JR., M.D. 
THEopore B. McCorp, M.D. 

G. Epmunp Stone, M.D. 


Federal Medical Services 

The 1958 Committee on Federal Medical Services was 
chiefly concerned with the Medicare program. 

Your Committee Chairman attended several meetings 
on Medicare during the year and communicated with a 
number ef State Societies regarding Medicare. 

The principal meeting was held in Richmond on April 
13, 1958. The House of Delegates of The Medical Society 
of Virginia authorized further contract negotiations with 
the Department of the Army. In a Resolution adopted by 
a 52-33 vote, the Society's negotiators were instructed to 
attempt to secure a contract based on insurance or in- 
demnity principles. 

The contract with the Veterans Administration was 
reviewed and the fee schedule of 1957 was retained. 

Joun T. Hazet, M.D., Chairman 


Headquarters Building 

The Headquarters Building Committee is pleased to 
report that the new Headquarters Building is in its final 
stages of completion and will be open to the membership 
during the Annual Meeting. 

It will be recalled that, in October, 1956, the House of 
Delegates authorized the construction of a new head- 
quarters at a cost not to exceed $120,000. Your Com- 
mittee has carried out the directive of the House and 
has made every effort to remain within the limits stipu- 
lated. The Society has, at this writing, paid out a total 
of $75,600, which includes the cost of the land. As nearly 
as can be determined, an additional $35,000 will be more 
than sufficient to cover the remaining costs. 

Although $8,000 of the above was allocated specifically 
for furnishings, your Committee has used the existing 
furniture and equipment whenever possible. For example, 
a number of the present desks are being refinished at a 
cost of $50 rather than purchase new ones costing several 
hundred dollars. All of the furniture used in the recep- 
tion room on Franklin Street is being utilized to good 
advantage. 
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The first meeting to be held in the new headquarters, 
and properly so, will be that of Council on Octcber 12. 
Immediately following the session at 4:00 P.M., the mem- 
bership is invited to an open house. Directions for reach- 
ing the building can be found elsewhere in these pages. 

The Committee wishes to express its appreciation to 
the architect, Mr. Marcellus Wright, Jr., and the con- 
tractor, Mr. Russell Blank, for their personal interest and 
cooperation in making this long time dream a reality. 

The new building has been designed to serve the 
medical profession in Virginia, both collectively and in- 
dividually, for many years. The Committee sincerely 
urges that you make full use of its facilities. 

James P. Kinc, M.D., Chairman 
W. Linwoop BALL, M.D. 

Guy W. Horsey, M.D. 
FLETCHER J. WriGHT, Jr., M.D. 
Louis P. Battey, M.D. 


Child Health 


A meeting of the Committee on Child Health was held 
at Society Headquarters on August 7, 1958. Attending 
were Dr. Harry Cox, Chairman, Dr. Thomas S. Chalk- 
ley, Dr. Boyd Payne, Dr. Morris A. Lambdin, Dr. William 
E. Harman, Dr. W. N. Thompson, and Dr. William Fink. 

There was a brief discussion concerning previously 
proposed research programs on the use of antibiotics in 
the eyes of the newborn. It was reported that no such 
programs were under way and that the use of prophylac- 
tic silver nitrate solution was generally approved by the 
profession. It was the consensus that no further recom- 
mendations on the matter should be made at present. 

A question was raised concerning whether or not the 
word “mask” still remained in the Maternal Hospital 
Mr. Duval, Attorney for the Society, was called 
and stated that apparently the word is not a part of the 
State Code itself, but rather is contained in the interpreta- 
tion of the law by the State Department of Health. Dr. 
Cox stated that he would contact Dr. Shanholtz in this 
regard. 


Law. 


There followed a discussion concerning the problem of 
immunizations. Brought out was the fact that it is 
especially difficult to secure the cooperation of the in- 
digent population. The Committee agreed that a very 
real doubt exists concerning the advisability of adopting 
laws to force compliance. 

Considered next was the matter of working with hos- 
pitals in an effort to see that qualified physicians are 
placed in charge of nurseries. Dr. Lambdin reported on 
the work being done by Dr. Hogg and the Newborn Com- 
mittee of the Virginia Chapter of the American Academy 
of Pediatrics. The Virginia Chapter has already set up a 
number of local committees to work closely with hospitals 
in this long term project. It was emphasized that the 
Committees are not necessarily attempting to place pedia- 
tricians in charge of nurseries, and that their primary 
interest is improving the care of the newborn. 

Dr. William Fink, representing the Accident Preven- 
tion Committee of the Virginia Chapter of the American 
Academy of Pediatrics, reported on accidents of children. 
He reported that 15,000 children die each year because of 
accidents. Of particular interest was Dr. Fink's report on 


poison information centers which have already been 
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established by the State Department of Health. The main 
centers exist in Richmond, Roanoke, Norfolk and Char- 
lottesville and sub-centers have been set up in various 
hospitals over the state. 
tions are helping publicize the centers, there exists a 


Although many civic organiza- 


definite need for an effective continuing campaign. 

Dr. Fink recommended that the Committee on Child 
Health should (1) show practicing physicians how they 
can educate patients in accident prevention; (2) coordi- 
nate the activities of medical, nursing, and lay groups in 
accident prevention, and (3) assist in the forming of com- 
mittees at the local level to publicize the importance of 
accident prevention. 

Dr. Fink mentioned the possibility of arranging for a 
survey on child accidents. Suggested forms for such a 
survey were shown. 

The Committee believed that definite steps should be 
taken with reference to minimizing the danger of poisons. 
It was mentioned that pharmacists should be urged to re- 
fer parents calling in to physicians or emergency rooms. It 
was also believed that every emergency room should con- 
tain a book such as “Clinical Toxicology of Commercial 
Products”, published by Williams and Wilkins at $22.00. 
The Committee then recommended that the Bulletin of 
the State Health Department be employed to carry the 
message on poisons and that pamphlets be devised for 
distribution in physicians’ offices. 

Next on the agenda was a discussion of pre-school 
examinations. It was the consensus that The Medical 
Society of Virginia should recommend to the State Board 
of Education that schools be furnished the most up-to-date 
equipment for screening defects of vision and hearing. 

There was some thought that the Committee should 
give some attention to making the public aware of the 
danger to children posed by rotary lawn mowers. 

Also discussed was the current misconception of the 
value milk plays in the modern diet. It was mentioned 
that, although milk is a fine food, it should not be allowed 
to take the place of a balanced diet, since iron deficiency 
anemia will usually occur in children who depend on milk 
for their caloric requirements. 

A question was raised concerning the stand of The 
Medical Society of Virginia with reference to fluorida- 
tion. It was explained that the Society had, several years 
ago, approved fluoridation based on recommendations and 
requirements as set forth by the State Department of 
Health. 

Harry Cox, M.D., Chairman 


To Study Future Vaccine Programs 

In compliance with a resolution submitted by the Fair- 
fax Medical Society and passed by the House of Dele- 
gates of The Medical Society of Virginia October 29, 
1957, Dr. Harry C. Bates, President, appointed a special 
committee to study future vaccine programs in Virginia. 
The findings and recommendations of this Committee are 
respectfully submitted. 

The Committee communicated with every component 
society of The Medical Society of Virginia. The problem 
with a the Virginia 


was discussed representative of 


Pharmaceutical Society. The State Department of Health, 
through the Commissioner, gave the Committee an outline 
of the methods of immunization used in the Department. 
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The Virginia Academy of General Practice has been most 
cooperative in offering suggestions and is willing to coop- 
erate in correcting problems existing in this area of public 
health work. In some localities there appears to be no 
dissatisfaction with, or criticism of, existing programs. In 
other areas there is general dissatisfaction with present 
practices. 


The areas of greatest concern are: 


1. Clinics for mass immunization have been set up by 
organizations and groups not suitably trained for such 
activities. Many of these so-called clinics have been con- 
ducted with inadequate medical supervision. 

2. In all of the mass inoculation clinics, records of some 
sort are kept, but these records are sometimes incomplete 
and inadequate and in some instances are unavailable to 
the patient, or can be obtained only by contacting the 
local Health Department or, in some instances, the files of 
some private group or foundation. 

3. Many of the component societies are disturbed by the 
sometimes unfair distribution of vaccine. Available im- 
munizing agents have frequently, in the past, been stock 
piled by the Federal Government or the State Department 
of Health, and distribution has been inequitable. 

4. The Committee became aware early in its work that 
the whole field of preventive medicine and Public Health 
had been allowed to assume a secondary place in the 
thinking of medical men throughout the State. More em- 
phasis needs to be given to the practice of preventive 
medicine by individual physicians in a continuing program 
of education and persuasion in order to protect the com- 
munity from contagious and infectious diseases controlla- 
ble by immunizations or sanitary practices which should 
be implemented by the family physician as a part of the 
patient’s total care. The prevention of communicable 
diseases has been relegated to a secondary position in 
private practice. The Committee is of the opinion that 
private practitioners frequently develop methods for con- 
trol of contagious disease that are more applicable to 
existing conditions than are the spasmodic or emergency 
type clinics, so popular at the present time, as the sole 
method used to combat epidemics or threatened epidemics. 

The Committee respectfully submits the following sug- 
gestions for improvement of the personal practice of pre- 
ventive medicine under the auspices of The Medical 
Society of Virginia: 

1. That every effort possible be made to stimulate the 
interest of the doctors throughout the State in the im- 
portance of the practice of preventive medicine. Oppor- 
tunities for preventive medicine and public health work 
should be handled as a routine part of the total care of 
the individual physician's patients. Physicians should be 
encouraged to take part in the civic life of their com- 
munities and the component societies should always be 
ready to offer planning and assistance at the local level. 

2. Continuous and adequate publicity should be pre- 
pared by standing committees of the local county medical 
societies on all aspects of preventive medicine to regulate 
authoritative releases through various media of communi- 
cation. The local societies should be encouraged to utilize 
the county and regional weekly newspapers and local 
radio and television stations. 

3. The Committee recommends that a standing com- 
mittee of The Medical Society of Virginia be established 
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to review and evaluate future programs relating to im- 
munizing agents and to work out details for the distribu- 
tion and administration on a State and local level best 
adapted to the State of Virginia. Members of this com- 
mittee should be representative of the specialty groups 
whose members deal with the general care of the citizens 
of the State. The State Department of Health and the 
Virginia Pharmaceutical Association should also be rep- 
resented. 

4. The Medical Society of Virginia, or the component 
societies at the local level, should be consulted and the 
society's approval obtained before any clinics for mass 
immunization are set up. In turn each society should 
develop the necessary board or committee enabling it to 
function in a speedy and intelligent manner. 


5. The Committee recommends that clinics for mass 


immunization should be approved only under the following 
conditions: 
a. For clearly defined research projects with definite 
time limitations. 


b. When necessary to control an epidemic. 


c. When necessary to provide protection to people un- 
able to afford preventive health care. 

d. The protection of employees or members of an or- 
ganization when the physician giving the immuniza- 
tion is regularly employed by the organization. 

6. That, ordinarily, the distribution of all sera and im- 
munizing agents be made only through the regular whole- 
sale or retail drug channels. That distribution not be 
made to individual groups or government organizations 
as such, but that distribution be made on an equitable 
basis throughout the State on the basis of population con- 
centration only. In the event that local or regional epi- 
demic conditions necessitate immunizations on a regional 
basis, the same conditions as to per capita distribution 
should obtain on the regional level. 

The Committee has enjoyed the privilege of participat- 
ing in this investigation. There is a large volume of data 
in its file that will be available to any other committee 
doing similar studies. 

The members wish to thank the Society for this op- 
portunity to serve and hope that its findings will be of 
value to the Society and its members. 


C. C. HATFIELD, M.D., Chairman 
Rosert C. Hoop, M.D. 
D. W. Scott, Jr., M.D. 


Specific and Chronic Diseases 

This Committee, as it was organized, was a new one 
this year, appointed by the President as a combination 
Committee replacing the committees formerly covering 
Tuberculosis, Heart, Cancer, Cerebral Palsy, Diabetes, 
Venereal Disease and Poliomyelitis. This change was made 
in an effort to streamline activities and reduce the total 
number of committees of The Medical Society of Virginia. 
Since this was the first year of operation in this manner 
there were a number of problems of organization, but it 
appeared that the large committee, operated under one 
chairman and with sub-committees in each of the above 
named fields was an advantage over the previous method 
of operation. It afforded a wider viewpoint and oppor- 
tunity for extensive discussion on specific problems which 
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confronted the Committee and it is our opinion that this 
Committee should be continued. 

One of the primary problems confronting the Commit- 
tee this year was that handed it by the House of Dele- 
gates in a resolution passed October 29, 1957, concerning 
the problem of mounting vacancies in the State tuber- 
culosis sanitariums. A meeting of the full Committee at 
Catawba Sanitarium, December 20, 1957, considered this 
problem and at that time it appeared that many beds in 
the tuberculosis sanitariums would be available for the 
treatment of other chronically ill patients. However, since 
that time the case finding program of the State Health 
Department has been intensified and the tuberculosis hos- 
pitals are again running at near capacity. It is the 
opinion of this Committee that the sanitarium beds 
should be used for tuberculosis exclusively in so long as 
they are needed and that should a large number of vacan- 
cies exist in the future the problem should be recon- 
sidered. In any event there can be no change in the 
policy of admission until the next meeting of the state 
legislature and since there will be another meeting of 
the Society prior to this legislative session, we believe 
that this problem should be kept open and restudied, for 
future recommendations at the meeting of The Medical 
Society of Virginia in 1959. 

In connection with the problem of tuberculosis sani- 
tarium beds the State Health Department estimated that 
there are ten thousand undiscovered cases of tuberculosis 
in Virginia. The Committee believes that the Case-Finding 
Program of the State Health Department should be further 
intensified and urges the cooperation of all component 
societies of The Medical Society of Virginia. A resolu- 
tion will be introduced into the House of Delegates urging 
such cooperation. 

The Chairman of the Committee on Specific and Chronic 
Diseases has served this year as a member of the State 
Health Department Advisory Committee on Tuberculosis 
and can report that the State Health Department is organ- 
izing itself for an all-out effort to locate unknown cases 
of tuberculosis. 

The Sub-Committee on Cancer has continued to func- 
tion as the representative of The Medical Society of Vir- 
ginia in surveying and passing on applications for tumor 
clinics throughout the state. 

The Sub-Committee on Poliomyelitis has been concerned 
with a public apathy toward the Salk vaccine program 
and will introduce a resolution urging a more intensive 
campaign to immunize all susceptible individuals. 

The Chairman wishes to thank the members of the 
Committee for their time and cooperation and the staff 
of The Medical Society of Virginia executive office for 
their help throughout the year. 

WituiaM H. Barney, M.D., Chairman 


To Confer with the State Board of Nurse Examiners 

The Committee to Confer with the State Board of Nurse 
Examiners had a very pleasant and instructive meeting 
with the Nurse Examiners on June 19, 1958, in Richmond. 
Their Board consists of five professional nurses and one 
practical nurse with Miss Roy Beazley, R.N., as Chair- 
man, and Miss Mabel Montgomery, R.N., as Secretary- 
learned that seventy-five 
hundred R.N.’s in active practice in Virginia as of 1957, 


Treasurer. We there are 
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eight hundred more than in 1956. We learned that there 
is one more training program in progress and that there 
has been an increase in the number of nursing students, 
also since 1956. 

There are thirty-five training programs for profes- 
sional nursing in Virginia and twelve for practical nurse 
training. Each of these are visited annually by members 
of the Board whose intention is to promote these programs 
and maintain high standards for the public good. The 
professional nurse program breaks down into twenty-nine 
hospital diploma schools, three collegiate training program 
schools and three two-year certificate schools. All of these 
We learned that the 
Alexandria Hospital training program has produced can- 
didates who have scored high on testing, and we studied 


are ultimately examined as R.N.’s. 


their methods briefly, as well as their situation, to learn 
how other schools might profit. 

The group discussed nurse recruiting and learned that 
this was most successful by having nurse groups, includ- 
ing students, visit high school girls on career days. It was 
felt that these students will respond to an appeal on the 
basis of what contribution they may be able to make to 
society. We learned that the Board is presently devising 
a brochure for recruitment called “Doorway to Nursing”. 
This gives all the pertinent facts that an interested high 
school student might need to know about the various 
nursing programs in schools and should prove a great 
help in recruiting. It will cost about seven hundred dol- 
lars to publish this, and the Board is in need of money 
for this purpose. Your Committee recommends that The 
Medical Society of Virginia make a gift of three hundred 
dollars to assist the Nursing Board in this manner. Other 
funds are being given by the Virginia League of Nursing, 
and your Committee feels that this would be money well 
spent to bring about a better alliance of doctors and 
nurses in the interest of better medical care for the patient. 

Your Committee also felt that Virginia physicians could 
be encouraged to help in the recruiting and in the training 
of nurses wherever the opportunity presented itself in 
their daily work and that this might be promoted by the 
giving of a one-page ad or picture appeal in the Virginia 
Medical Monthly, which with a proper approach, would 
briefly solicit such cooperation. 

Our third recommendation is that we join with the 
Board of Nurse Examiners in requesting that such a con- 
ference as this be held at least once a year, preferably in 
the month of June. 

Joun R. Mapp, M.D., Chairman 


Liaison to the State Bar Association 
Your committee recommends that the following “Stand- 
ards of Principles Governing Lawyers and Physicians” 
be adopted by the House of Delegates of The Medical 
Society of Virginia. The membership will be interested to 
learn that these “Standards” were unanimously adopted 
by the Virginia State Bar during its recent annual meeting. 


STANDARDS OF PRINCIPLES 
GOVERNING LAWYERS AND PHYSICIANS 
Preamble 
Acknowledging that a substantial part of the practice 
of law and medicine is concerned with the problems of 
persons who are in need of the combined services of a 
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lawyer and a physician; and that the public interest and 
individual problems in these circumstances are best served 
only as a result of cooperative efforts of all concerned; 
we, the Virginia State Bar and The Medical Society of 
Virginia do adopt and recommend the following declara- 
tion of principles of proper conduct for lawyers and 
physicians, subject always to principles of medical and 
legal ethics and rules of law prescribed for their indi- 
vidual professional conduct. 

A. Mepicat Reports. 

1. Where a report is requested by the patient's at- 
torney, supported by proper written authorization, and 
where the report is to be based on information which 
the physician can obtain from available records, he 
should furnish a report as promptly as possible. 

2. Where the report is requested by someone other 
than the patient, or the patient’s attorney, the physician 
should insist upon proper written authorization from the 
patient before giving the information or the report and 
his charge for such report should be in an amount to be 
agreed upon between him and the person seeking that 
report. 

3. When a report is requested, the lawyer should make 
clear in his written request for a report the specific con- 
dition about which he seeks information, and should like- 
wise indicate whether or not he is asking for a prog- 
nosis, diagnosis or extent of disability. The physician, 
upon receipt of such request, should answer such request 
and furnish such report promptly. 

B. Puysicians As WITNESSES. 

1. The relation between a lawyer and a physician should 
be based upon mutual courtesy and understanding. A 
physician should understand that medical testimony is 
frequently indispensable to prove or disprove the nature 
and extent of injuries. Therefore, when he undertakes 
to treat a person who has been injured, he has an inciden- 
tal responsibility with respect to any legal proceedings 
which may ensue as a result of the patient’s injury. 

2. It is understood that the fee charged by the physician 
for his medical services does not take into account any 
further time or effort on his part in the event of such 
litigation, and therefore these principles recognize that it 
is right and proper that the physician should be further 
compensated for any additional time or effort expended 
by him in such litigation. 

3. It is recognized that in most instances it is proper 
that a conference should be held between the physician 
and lawyer proposing to call him as a witness, at some 
mutually convenient time before he is to testify. 

No physician should be subpoenaed as a witness to 
testify in any case without prior conference with the 
lawyer calling him, concerning the matters as to which 
he is to be interrogated, unless both the physician and the 
lawyer agree that such conference is unnecessary, or un- 
less the lawyer is unable, after a bona fide effort, to 
obtain such a conference. 


4. When requesting or summoning a physician to at- 
tend court, the lawyer should appreciate that a physician 
has continuing and often unpredictable responsibilities to 
his patients. Insofar as he is able, the lawyer should 
make arrangements to permit the physician to testify with 
a minimum of inconvenience and delay. 
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5. Insofar as it is in their power to do so, however, 
lawyers should make such advance arrangements for the 
attendance of physicians as witnesses, as will have due 
regard for the professional demands upon the physician's 
time, including preparation of medical evidence. Such ad- 
vance arrangements contemplate some reasonable notice 
to the physician of the intention to call him as a witness, 
prior to the issuance of the subpoena, and calling him by 
phone after the trial has commenced and advising him 
of the approximate time when he will be called to testify. 

6. It is recognized that, although every reasonable ef- 
fort should be made to minimize the inconvenience to the 
physician witness, the dispatch of the duties of the courts 
cannot be governed by the convenience of litigants, law- 
yers or witnesses, whoever they may be. 

7. When a physician, who has not treated the injured 
party, is called to testify as an expert witness, he shall 
be paid such fee as is agreed upon prior to the trial with 
the lawyer representing the party calling him. 

8. The physician, while testifying should: 

(a) At all times maintain the dignity of his profes- 

sion; 

(b) Answer questions as concisely and objectively as 

possible, using terminology which is understand- 


able to a jury of laymen. 
(c 


If he does not know the answer to any question, 
so state and make no attempt to conjecture or 
theorize, or give answers not responsive to ques- 
tions propounded or volunteer testimony; 

(d) Under no circumstances permit any bias, preju- 
dice, favoritism or personal interest to influence 
his testimony. 

9. The attorney, in examining or cross-examining a 
physician, should, as in the case of all other witnesses, 
avoid questions which are intemperate or unfair. Ques- 
tions of this type are no doubt designed to discredit a wit- 
ness’ testimony by inciting emotional demonstration and 
are beneath the dignity of the ethical attorney and equally 
in violation of the dignity of the physician. If they do 
arise and are not acted on promptly, the witness may 
address the court and inquire if he is required to answer 
such questions. 


10. All consultations considered 
necessary to the proper preparation for a legal presenta- 
tion should be accomplished only after consultation with 
the patient-litigant’s legal representative and the patient- 
litigant’s physician. 


additional medical 


11. Nothing herein is intended to alter the rules of law 
with reference to attendance of witnesses and fees for 
their attendance nor the law with reference to privileged 
communications. 

C. Puysictan’s Fee AND SERViCES. 

1. It is fully understood that under no circumstances 
should the physician’s charges, or his fees as a witness, 
be contingent upon the success of the patient's litigation. 

Epwarp E. Happock, M.D., Chairman 
Dotan, M.D. 
G. T. Mann, M.D. 


American Medical Education Foundation 


The problem before your American Medical Education 
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Foundation Committee is an obvious one; the AMEF is 
attempting to help meet an urgent and legitimate need. 
All funds donated go to the schools, all administrative 
costs are met by the AMA and do not come from the 
donated funds. In addition, funds to the AMA from in- 
dustry are supplied through this agency. In other words, 
the schools collect more than the physicians of the state 
donate. The AMEF seems to me a cause considerably 
more worthwhile than many in which we are involved. 
One hundred and eighty-four Virginia physicians gave 
$7,209 to the American Medical Education Foundation 
1957. Six hundred and 
another $30,000 through their alumni associations. There 


during thirty-six contributed 
are 2,800 active physicians in The Medical Society of 
Virginia. Thus, a small number donated surprisingly 
large amounts. It seems obvious to this committee that 
the physicians of the State are not being reached. It seems 
also apparent that a small committee of the Society can- 
not reach them. 

It is interesting that other states have felt strongly 
enough to incorporate an assessment in the state dues. 
There are many obvious objectives to this approach. 

The only other possible approach is that of setting up 
a statewide organization, the key of which will be the 
The role of the 
county chairman, we believe, should be that of one who 


chairmen of county and city societies. 


bears information, rather than one who brings pressure 
on his fellows. 

The State committee has no immediate plans for a 
specific drive. Throughout the year donations have 
trickled in at about the same rate as last year. If we can 
form an organization this year, something in the nature 
of a drive during Medical Education Week might be pos- 
sible in ensuing years. As yet all societies have not been 


heard from and organization is incomplete. 


Further communication will come from this committee 


Where no name is listed it is indicative that no dele- 
gate or alternate was reported in time for publication. 


Delegates Alternates 

Accomack 

Dr. Walter A. Eskridge Dr. E. G. White 
Albemarle 

Dr. Malcolm D. Foster Dr. Byrd S. Leavell 

Dr. McLemore Birdsong Dr. Guy Hollifield 

Dr. Thomas S. Edwards Dr. G. S. Fitz-Hugh 

Dr. Charles P. Pearson 

Alexandria 

Dr. John C. Watson Dr. John A. Sims 

Dr. Richard E. Palmer Dr. Ben C. Jones 
Alleghany-Bath 
Amherst-Nelson 
Arlington 
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DELEGATES TO THE 1958 MEETING 
THE MEDICAL SOCIETY OF VIRGINIA 


as progress is made. The committee welcomes any specific 
questions or comments from you. 
Joun C. Watson, M.D., Chairman 
Reverpy H. Jones, Jr, M.D. 
James B. ApaAms, M.D. 


Radiation Hazards 

The Committee on Radiation Hazards has met on two 
occasions. It will be recalled that the Committee was ap- 
pointed at the direction of the House of Delegates and 
was requested “to study and advise concerning the hazards 
of radiation exposure”. 

The Committee gave careful consideration to a pro- 
posed bill which has the endorsement of the State Depart- 
ment of Health. This bill, which the Committee hopes 
will be introduced during the next session of the General 
accomplish four basic objectives. It 
would (1) encourage constructive uses of radiation and 


Assembly, would 
control associated potentially harmful effects, (2) establish 
an official agency to deal with radiation hazards in Vir- 
ginia, (3) require registration of all radiation equip- 
ment, and (4) set up an advisory committee to the State 
Health Department or such other agency as might be 
established. 

The Committee also cooperated with the sub-committee 
on tuberculosis of the Committee on Specific and Chronic 
Diseases. The advice of the Committee was sought with 
reference to the use of mass x-ray surveys. This matter 
is covered in the report of the Committee on Specific and 
Chronic Diseases. 

It is the intention of this Commitiee to cooperate closely 
with a similar committee of the American Medical Asso- 
ciation and to do everything possible to insure that Vir- 
ginia’s radiation program is maintained on a sane and 
sound basis. 

P. B. Parsons, M.D., Chairman 
FRANK R. KELty, Jr., M.D. 
GeEorGE Cooper, Jr., M.D. 
Mack I. SHANHOLTz, M.D. 


Delegates Alternates 

Augusta 

Dr. W. G. Painter Dr. J. H. Thomas 

Dr. Boyd H. Payne Dr. McKeldon Smith 

Dr. Charles L. Savage Dr. Treacy O’Hanlan 
Bedford 

Dr. W. V. Rucker Dr. O. B. Darden 
Botetourt 


Buchanan-Dickenson 


Dr. J. C. Moore Dr. J. S. Richardson 
Dr. T. C. Sutherland Dr. J. P. Sutherland 
Charlotte 


Dr. Thomas Watkins 
Culpeper 


Danville-Pittsylvania 
Dr. J. J. Neal 
Dr. Snowden C. Hall, Jr. 


Dr. J. J. Marsella 
Dr. J. D. Beale 


te 
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Delegates Alternates 


Fairfax 


Fauquier 

Dr. James L. Dellinger D 
Floyd 
Fourth District 


. Walter S. Nicklin 


= 


Fredericksburg 
Dr. Thomas B. Payne Dr. Lloyd L. Moss 
Dr. John L. Smoot Dr. W. D. Liddle, Jr. 
Halifax 
Hampton 


Dr. Frank A. Kearney, III D 


= 


. O. W. Ward, Jr. 


Hanover 
Dr. John D. Hamner Dr. Edwin S. Wysor 


James River 
Dr. Russell Snead 
Dr. W. A. Pennington Dr. Garland Dyches 


Dr. J. H. Yeatman Dr. A. C. Whitley 
Lee 

Dr: G. B. Setzler Dr. T. S. Ely 
Loudoun 
Louisa 


Lynchburg Academy 


Dr. Ernest G. Scott Dr. B. K. Mundy 
Dr. Charles W. Whitmore Dr. W. H. Barney 
Dr. G. Edward Calvert Dr. R. F. Hawkins 


Mid-Tidewater 
Dr. Joseph W. Chinn 
Dr. A. L. Van Name, Jr. 
Dr. Richard B. Bowles 
Dr. William H. Hosfield 
Dr. Joseph R. Parker 
Dr. Carl Broaddus 
Dr. Arthur J. Martin 


Newport News 


Dr. Russell Buxton Dr. Frank S. Beazlie, Jr. 

Dr. J. W. Carney Dr. F. N. Thompson 

Dr. E. V. Siegel Dr. J. W. Tankard 

Dr. Paul Hogg Dr. E. B. Mewborne 
Norfolk 

Dr. W. Callier Salley Dr. Bernard L. Parrish 

Dr. Claiborne W. Fitchett Dr. Marvin S. Herrington 

Dr. Mason C. Andrews Dr. John A. Cocke 


Dr. Samuel M. McDaniel Dr. Cullen M. McCoy 
Dr. William L. Taliaferro Dr. H. C. Meredith, Jr. 
Dr. Harry Frieden Dr. Donald T. Faulkner 
Dr. Mallory S. Andrews Dr. Aubrey L. Shelton 


Northampton 
Dr. John R. Mapp Dr. H. L. Denoon, Jr. 
Northern Neck 
Dr. Horace E. Kerr Dr. Harper Ward 
Dr. Norman R. Tingle Dr. A. B. Gravatt 
Dr. Harold E. Sisson Dr. Paul Pearson 


Dr. C. L. Booker Dr. M. B. Lamberth, Jr. 


Northern Virginia 
Orange 
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Delegates 


Patrick-Henry 
Dr. Harry C. Foster, Jr. 
Dr. S. W. Adains, Ir. 
Dr. W. N. Thompson 
Portsmouth 
Dr. Paul Robinett 
Dr. Russell M. Cox 
Princess Anne 
Dr. Ira L. Hancock 
Richmond Academy 
Dr. Webster P. Barnes 
Dr. Elam C. Toone, Jr. 
Dr. Carl Meador 


Dr. Thomas W. Murrell, Jr. 


Dr. J. B. Stone 

Dr. E. B. Carpenter 

Dr. Stuart Ragland, Jr. 

Dr. Robley D. Bates, Jr. 

Dr. W. Linwood Ball 

Dr. John W. Powell 

Dr. J. R. Massie, Jr. 

Dr. W. B. Blanton, Jr. 

D 
Roanoke Academy 

Dr. Allen Barker 

Dr. David S. Garner 

Dr. Reverdy H. Jones, Jr. 

Dr. William H. Kaufman 

Dr. Harry B. Stone, Jr. 

Dr. P. A. Wallenborn, Jr. 
Rockbridge 


Rockingham 
Dr. G. M. Nipe 
Dr. J. T. Glick 

Russell 


= 


Scott 


Southwestern Virginia 
Dr. J. Scott Shaffer 
Dr. O. O. Smith 
Dr. Carl E. Stark 
Dr. George B. Kegley 
Dr. W. Fred Delp 
Dr. Charles R. Duncan 
Dr. J. G. Cox 
Dr. S. A. Tuck 
Dr. Scott Elliott 


Tazewell 
Dr. Rufus Brittain 


Tri-County 
Dr. William N. Eddy 
Dr. George Carroll 
Dr. T. A. Morgan 
Dr. Ivan Steele 


Williamsburg-James City 


Dr. Ben T. Painter 
Dr. Hugh G. Stokes 
Wise 
Dr. W. B. Barton 


. William H. Higgins, Jr. 
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Alternates 


Dr. L. A. Faudree 
Dr. H. H. Price 
Dr. E. T. McNamee 


Dr. D. D. Talley, II 

Dr. Frederick P. Moore, II 
Dr. William R. Hill 

Dr. Thomas F. Coates, Jr. 
Dr. John D. Call 

Dr. A. I. Dodson, Jr. 

Dr. Leslie Rose 

Dr. Willard Fitch 

Dr. H. St. Geo. Tucker, Jr. 
Dr. Kinloch Nelson 

Dr. Custis Coleman 

Dr. M. M. Pinckney 

Dr. Emmett Mathew 


Dr. Robert L. A. Keeley 

Dr. T. J. Humphries 

Dr. Robert S. Hutcheson, Jr. 
Dr. M. A. Johnson, III 

Dr. Charles H. Peterson 
Dr. Louis P. Ripley 


Dr. C. C. Powel 
Dr. J. C. Harshbarger 


Dr. James Suter 
Dr. J. J. Eller 
Dr. W. R. Chitwood 


= 


Dr. Hugh H. Brown, Jr. 
Dr. Ray Grubbs 

Dr. M. G. Martin 

Dr. E. L. Bagby 


= 


Dr. James Peery 


Dr. M. A. Michael 
Dr. Philip R. Thomas 
Dr. J. W. Lambdin 
Dr. Rea Parker 


Dr. Linwood Farley 
Dr. R. E. DeBord 


Dr. W. F. Schmidt 
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*Dr. 
*Dr. 
*Dr. 
*Dr. 


*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 


*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 
*Dr. 


*Dr 


*Dr 


*Dr 


*Dr 


*Dr 


*Dr 
*Dr 
*Dr 
*Dr. 
*Dr. 


*Dr. 
*Dr. 


*Dr. 


*Dr. Bedford Brown, Alexandria 
*Dr. Benjamin Blackford, Lynchburg 


*Dr. 


*Dr. 


*Dr. 


Presidents of The Medical Society of Virginia 


PRESIDENT YEAR OF MEETING 


James McClurg, 
William Foushee, Richmond 
William Foushee, 
James Henderson, 
Meetings Discontinued 
Robert William Haxall, 
Robert William Haxall, Richmond 
Frederick Marx, 
Thomas Nelson, 
William A. Patteson, Richmond 
William A. Patteson, Richmond 
John A. Cunningham, Richmond 
William A. Patteson, Richmond 
Robert William Haxall, 
Beverley R. Wellford, Fredericksburg 
James Beale, Richmond 
Thomas P. Atkinson, Danville 
Carter P. Johnson, Richmond ___. 
H. C. Worsham, Dinwiddie_____- aoe 
H. C. Worsham, ...__- 
James Bolton, Richmond 
Levin S. Joynes, Richmond_____- 
Meetings Discontinued 


*Dr. R. S. Payne, Lynchburg ; 
Dr. KR. Payne, 
*Dr. A. M. Fauntleroy, Staunton.______- 
*Dr. Harvey Black, Blacksburg 

*Dr. A. G. Tebault, London Bridge 

*Dr. S. C. Gleaves, Wytheville 

*Dr. F. D. Cunningham, Richmond____. 
*Dr. J. L. Cabell, University 

*Dr. J. H. Claiborne, Petersburg 

*Dr. L. S. Joynes, Richmond Ne 

*Dr. Henry Latham, Lynchburg 

*Dr. Hunter McGuire, Richmond a 


. G. W. Semple, Hampton 


*Dr. W. D. Cooper, Morrisville 


. J. E. Chancellor, Charlottesville 


*Dr. S. K. Jackson, Norfolk 


. Rawley W. Martin, Chatham ae 


. E. W. Row, Orange C. H. 


*Dr. Oscar Wiley, Salem 


. W. W. Parker, Richmond 


*Dr. H. Grey Latham, Lynchburg 


. Herbert M. Nash, Norfolk 

. Wm. P. McGuire, Winchester 

. Robt. J. Preston, Abingdon hates 
Wm. L. Robinson, 
Geo. Ben Johnston, Richmond_______ 
Lewis E. Harvie, Danville 
Jacob Michaux, Richmond 
Hugh T. Nelson, Charlottesville 
J. R. Gildersleeve, Tazewell_____ 
R. S. Martin, Stuart 

J. N. Upshur, Richmond 
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PRESIDENT YEAR OF MEETING 
*Dr. Joseph A. Gale, Roanoke______--_____--_--- 1904 
*Dr. Wm. S. Christian, Urbanna______-__----_-_ 1905 
*Dr. Lomax Gwathmey, Norfolk______________-__ 1906 
*Dr. Paul B. Barringer, Charlottesville___________ 1907 
*Dr. Wm. F. Drewry, Petersburg_--------------- 1908 
*Dr. Stuart McGuire, Richmond________________- 1909 
De. C. Jase... 1911 
*Dr. Hugh M. Taylor, Richmond___-___-_--__---- 1912 
*Dr. Southgate Leigh, Norfolk_____________------ 1913 
*Dr. Stephen Harnsberger, 1914 
Dr. Saeed Likes, 1915 
*Dr. Joseph A. White, Richmond___-------_---~- 1916 
*Dr. Geo. A. Stover, South Boston_._____________ 1917 
*Dr. Ennion G. Williams, Richmond 1918f 
*Dr. Ennion G. Williams, Richmond______-___-_--- 1919 
*Dr. Paulus A. Irving, Farmville___._____-_-_-_-_---_ 1920 
*Dr. Alfred L. Gray, Richmond__-__-~..__--------~- 1921 
E. C. & 1922 
*Dr. John Staige Davis, University.________.__-_ 1923 
*Dr. Hunter H. McGuire, Winchester__________- 1925 
Dr. W. L. Harris, Norfolk__- 1926 
*Dr. J. Shelton Horsley, Richmond________-___-- 1927 
*Dr. J. Bolling Jones, Petersburg_____________--_ 1929 
*Dr. Charles R. Grandy, Norfolk__..___.___---. 1930 
*Dr. J. Allison Hodges, Richmond____---_-----__ 1931 
*Dr. I. C. Harrison, Danviile______________.-____ 1932 
De; 
*Dr. R. D. Bates, Newtown __._____-____________ 1944 
*Dr. F. H. Smith, Abingdon 1935 
*Dr. P. St. L. Moncure, Norfolk —_---_- _ 1936 
Dr. J. M. Hutcheson, Richmond 1937 
*Dr. G. F. Simpson, Purcellville 
Dr. A. F. Robertson, Jr., Staunton___---_-----_- 1939 
*Dr. Roshier W. Miller, Richmond ie 1942 
Dr. J. M. Emmett, Clifton Forge____~--------~- 1943 
*Dr. C. B. Bowyer, Stonega 1944 
Dr. H. B. Mulholland, Charlottesville________-__ 1945 
*Dr. W. L. Powell, Roanoke 1947 
*Dr. Guy R. Fisher, Staunton 1948 
*Dr. M. Pierce Rucker, Richmond 1949 
Dr. W. C. Caudill, Pearisburg es 1950 
Dr. C. Lydon Harrell, Norfolk__._------- 1951 
Dr. John T. T. Hundley, Lynchburg_______-_--_ 1952 
Dr. James L. Hamner, Mannboro ___ 2 1953 
Dr. V. W. Archer, Charlottesville ________- 
Dr. Carrington Williams, Richmond ~-------_--- 1955 
Dr. James P. King: 1056 
Dr. James D. Hagood, Clover 1957 
Dr. H. C. Bates, Arlington a 1958 
*Deceased. 


tOwing to influenza epidemic during World War I, the coun- 
cil met in 1918, and Dr. Williams was continued as President. 
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Miscellaneous .... 


Principles of Medical Ethics 

This is the seventh of the series of “Principles of 
Medical Ethics”, the first appearing in the February 
issue. Each section will be reviewed, accompanied 
by a detailed explanation from the Judicial Council 
of the American Medical Association. 


SECTION 9 
A physician may not reveal the confidences en- 
trusted to him in the course of medical attendance, 
or the deficiencies he may observe in the character 
of patients, unless he is required to do so by law 
or unless it becomes necessary in order to protect 
the welfare of the individual or of the community. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 9 

The Judicial Council is of the opinion that Src- 
TION 9 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections 
of the 1955 edition of the Principles, including 
Chapter II, Section 2 (Patience, Delicacy, and Se- 
crecy) and Chapter II, Section 3 (Prognosis). These 
sections are reproduced below as guides in the inter- 
pretation of SEcTION 9. 


CHAPTER II, SECTION 2 (PATIENCE, DELICACY, AND 
SECRECY) 1955 EDITION OF THE PRINCIPLES OF 
MepicaL Eruics: 

Patience and delicacy should characterize the 
physician. Confidences concerning individual or 
domestic life entrusted by patients to a physician 
and defects in the disposition or character of 
patients during medical attendance 
should never be revealed unless their revelation 
is required by the laws of the state. Sometimes, 
however, a physician must determine whether his 
duty to society requires him to employ knowledge, 
obtained through confidences entrusted to him as 


observed 


a physician, to protect a healthy person against 
a communicable disease to which he is about to 
be exposed. In such instance, the physician should 
act as he would desire another to act toward one 
of his own family in like circumstances. Before 
he determines his course, the physician should 
know the civil law of his commonwealth concern- 
ing privileged communications. 


CHAPTER II, Section 3 (PRoGNosIs) 1955 EDITION 
OF THE PRINCIPLES OF MEDICAL ETHICs: 
The physician should neither exaggerate nor 


minimize the gravity of a patient’s condition. He 
should assure himself that the patient, his rela- 
tives or his responsible friends have such knowl- 
edge of the patient’s condition as will serve the 
best interests of the patient and the family. 


ANNOTATIONS 
to 
SECTION 9 
OPINION AND REPORTS OF THE 
JUDICIAL COUNCIL 


The following are excerpts from Reports and 
Opinions of the Judicial Council which are ap- 
plicable in interpreting SECTION 9. 


RECORDS OF PATIENTS AND SUCCEEDING PHYSICIANS 

At the request of the patient, preferably in writing, 
reports should be immediately sent to the doctor then 
in charge of the patient. The diagnosis of the 
patient's ailment is paramount in arriving at the 
proper treatment to be rendered, and all information 
which aids the physician should be furnished so that 
proper treatment or advice can be given without 
delay. Whether the contents of the report are to be 
given to the patient rests with the decision of the doc- 
tor who knows all the circumstances involved in the 
situation. (1946 Report) 


Copy oF PHYSICIANS RECORD TO PATIENT 

The Judicial Council does not believe that Chap- 
ter II, Section 3 (1955 edition of the Principles) 
intends or requires that a physician give a copy of 
his records to his patient. These records are pri- 
marily the physician’s own notes compiled during 
the course of diagnosis and treatment so that he may 
review and study the course of the illness and his 
treatment. The records are medical and technical, 
personal and often informal. Standing alone they 
are meaningless to the patient but of value to the 
physician and perhaps to a succeeding physician. 
The patient, however, or one responsible for him, 
is entitled to know the nature of the illness and the 
general course or regimen of therapy employed by 
his physician. The extent to which the physician 
must advise his patient may be limited by the nature 
of the illness and the character of the patient. The 
physician in advising his patient must always act 
as he would wish to be treated were he in a like 
situation. (JAMA, June 9, 1956). 
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Cory OF PaTIENT’s RECORD TO ANOTHER PuysI- 
CIAN 

The interest of the patient is paramount in the 
practice of medicine, and everything that can rea- 
sonably and lawfully be done to serve that interest 
must be done by all physicians who have served or 
are serving the patient. When a colleague who is 
presently treating a patient requests records from 
another physician who has formerly treated the pa- 
tient, that former physician should promptly make 
his records available to the attending physician. 

No set rule can be laid down to cover the manner 
in which the records are to be transmitted to the 
attending physician. Under some conditions a per- 
sonal inspection of the records might suffice; under 
others an oral report of what is contained in the 


Hospitals in the continental United States cared 
for 22,993,000 patients in 1957, more than in any 
previous year and an increase of more than 900,000 
from the 1956 total of 22,089,000, according to the 
American Hospital Association. 

A total of 3,739,259 babies were born in United 
States hospitals last year, a rise of 248,118 over the 
1956 total of 3,491,141 hospital births. On any 
given day in 1957, an average of 1,320,000 patients 
and 48,775 newborn infants were hospitalized. 

Hospital admissions have risen steadily each year 
since 1946, when the American Hospital Association 
began its statistical series. The 1957 statistics were 
published in Part II of the annual Guide Issue of 
Hosprtats, Journal of the American Hospital Asso- 
ciation. The information was compiled from ques- 
tionnaires sent to 6,818 hospitals in the continental 
United States. 

The voluntary hospitals which care for the great 
majority of the acute short-term cases in the nation 
spent an average of $26.81 a day for the care of 
each patient, an increase of $1.82 over 1956. In 
these hospitals, the average expenditure on each 
patient in 1957 was $198.39 compared with $181.43 
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Hospital Statistics 


records would be of help; or in other circumstances 
a summary of the records might be made. In ex- 
treme cases, a physician might lend his complete 
record to the attending physician. The manner of 
making the report—or the information contained 
therein—available to the succeeding physician is 
immaterial and will depend on the circumstances of 
each case. Certainly, however, the attending phy- 
sician should not demand or expect more informa- 
tion from the former physician than is necessary 
to give the patient adequate care in the present 
illness. 


The Judicial Council assumes, of course, that 
proper authorization for the use of these records 
has been granted by the patient. (JAMA, June 9, 
1956). 


in 1956. The average patient stay in the voluntary 
hospitals was 7.4 days, a slight decrease from 7.5 
days in 1956. 

Patients in voluntary hospitals paid an average 
of $1.52 a day less in 1957 than it cost to care for 
them. Total income from patients in all voluntary 
hospitals in 1957 was $2,878,254,000, while expenses 
were $3,050,398,000. Patient income made up 94.3 
per cent of the total income of all these hospitals in 
1957, as compared with 96.1 per cent in 1956. The 
balance came from contributions, grants and income 
from such sources as endowments. 

In 1957, an average of 107 personnel per 100 
patients were employed in all hospitals, as compared 
with 101 in 1956. Within this average was a range 
from 218 personnel per 100 patients in voluntary 
short-term hospitals to 32 per 100 patients in non- 
federal psychiatric hospitals. 

More than 260,000 professional nurses worked 
full-time in hospitals in 1957. This included nearly 
230,000 nurses as hospital employees and more than 
30,000 private duty nurses. In addition, almost 
58,000 professional nurses served in hospitals on a 
part-time basis. 
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Book Announcements .... 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will 
be published shortly after the acknowledgment of 
receipt. However, we assume no obligation in return 
for the courtesy of those sending us same. 


Fat Consumption and Coronary Disease. The Evolu- 
tionary Answer to This Problem. A Basic Ap- 
proach to the Prevention and Arrest of Coronary 
Disease. By T. L. CLEAVE, M.R.C.P. (London), 
Surgeon Captain, Royal Navy. With A Foreword 
by Percy Stocks, C. M. G., M.A., M.D. (Camb.), 
F.R.C.P. (Lond.), F.S.S., Senior Research Fellow, 
British Empire Cancer Campaign; etc. Philo- 
sophical Library, New York. 1958. 40 pages. Price 
$2.50. 


The Atomic Age and Our Biological Future. By H. V. 
BRONDSTED. Translated by E. M. Huggard. 
Philosophical Library, New York. 1958. xiv-80 pages. 
Price $2.75. 


Our Nuclear Adventure. Its Possibilities and Perils. 
By D. G. ARNOTT. Philcsophical Library, New 
York. 1958. xi-170 pages. Price $6.00. 


Chemistry and Biology of Mucopolysaccharides. Ciba 
Foundation Symposium. Editors for the Ciba 
Foundation, G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., and Maeve O’Connor, B.A. Little, 
Brown and Company, Boston. 1958. xii-323 pages. 
With 48 illustrations. Price $8.50. 


New and Nonofficial Drugs. Containing Descriptions 
of Therapeutic, Prophylactic and Diagnostic Agents 
Evaluated by the Council on Drugs (Formerly, 
Council on Pharmacy and Chemistry) of the Ameri- 
can Medical Association. 1958. An Annual Publi- 
cation Issued Under the Direction and Supervision 
of the Council. J. B. Lippincott Company, Phila- 
delphia. 1958, xxx-645 pages. Price $3.35. 


The Neuroses and Their Treatment. Edited by 
Edward Podolsky, M.D., F.A.P.A., F.A.P.M., Depart- 
ment of Psychiatry, Kings County Hospital, Brook- 
lyn; Psychiatrist, Boro Medical Center, Brooklyn. 
Philosophical Library, New York. 1958. xiv-555 
pages. Price $10.00. 


You Can Increase Your Heart-Power. By PETER 
J. STEINCROHN, M.D., F.A.C.P. Doubleday & 
Company, Inc., Garden City, New York. 1958. 381 
pages. Price $4.95. 


Medical Problems in Pregnancy. Edited by Curtis 
J. Lund, M.D. Clinical Obstetrics and Gynecology, 
Volume 1, Number 1—Management of Endocrine 
Problems. Edited by Allan C. Barnes, M.D. A 
quarterly book series. Paul B. Hoeber, Inc., New 
York. 1958. 288 pages. Illustrated. Quarterly 
publication, annual subscription $18.00. 


Clinical Enzymology. Edited by Gustav J. Martin, 
Se. D., Research Director The National Drug Com- 
pany, Philadelphia. Little, Brown and Company, 
Boston. 1958. 241 pages. Illustrated. Price $6.00. 


Love, Skill and Mystery. A Handbook to Marriage. 
By THEODOR BOVET, Basel, Switzerland. Dou- 
bleday & Company, Inc., Garden City, N. Y. 1958. 
xiv-188 pages. Price $3.50. 


A Primer on Common Functional Disorders. Prac- 
tical Diagnosis and Management. By JACK W. 
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FLEMING, M.D., Department of Internal Medi- 
cine, The Medical Center Clinic, Pensacola, Fla. 
Little, Brown and Company, Boston. 1958. xvi-174 
pages. Illustrated. Price $5.00. 


Dietary Prevention and Treatment of Heart Disease. 
By JOHN W. GOFMAN, M.D., Donner Laboratory, 
University of California, Berkeley. ALEX V. 
NICHOLS, Ph.D., Donner Laboratory, University 
of California. E. VIRGINIA DOBBIN, Senior Dieti- 
tian, E. V. Cowell Memorial Hospital, University 
of California. G. P. Putnam’s Sons, New York. 
1958. 256 pages. Price $3.95. 


A History of Public Health, By GEORGE ROSEN, 
M.D., Ph.D., M.P.H., Professor, Health Education, 
School of Public Health and Administrative Med- 
icine, Columbia University; Editor, American Jour- 
nal of Public Health. Foreword by Felix Marti- 
Ibanez, M.D., Professor and Director of the De- 
partment of the History of Medicine, New York 
Medical College. MD Monographs on Medical His- 
tory, Number One. MD Publications, Inc., New 
York. 1958. 551 pages. Price $5.75. 


The Preservation of Youth. Essays on Health. By 
Moses Ben Maimon (Maimonides). Translated 
from the Original Arabic (Fi Tadbir as-Sihha). 
With an introduction by Hirsch L. Gordon, M.D., 
Ph.D., D.H.L. Philosophical Library, New York. 
1958. 92 pages. Price $2.75. 


The Cerebrospinal Fluid. Production, Circulation and 
Absorption. Ciba Foundation Symposium. Editors 
for the Ciba Foundation—G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch., and Cecilia M. O’Con- 
nor, B.Sc. Little, Brown and Company, Boston. 
1958. xii-335 pages. With 141 Illustrations. Price 
$9.00. 


Review of Physiological Chemistry. By HAROLD A. 
HARPER, Ph.D., Associate Professor of Physiologi- 
cal Chemistry, University of California School of 
Medicine; etc. Lange Medical Publishers, Los 
Altos, California. 1957. Sixth Edition. 376 pages. 
Price $4.50. 


Crime and Insanity. Edited by Richard W. Nice. 
Philosophical Library, New York. 1958.  vii-280 
pages. Price $6.00. 


Electrocardiography. By MICHAEL BERNREITER, 
M.D., F.A.C.P., Assistant Clinical Professor of Med- 
icine, University of Kansas Medical School; Chief 
of Electrocardiography, St. Mary’s Hospital, Kan- 
sas City, Missouri; ete. J. P. Lippincott Company, 
Philadelphia. 1958. viii-134 pages. Price $5.00. 


Correlative Neuroanatomy and Functional Neurology. 
By JOSEPH G. CHUSID, M.D., Attending Neu- 
rologist, St. Vincent’s Hospital, New York. And 
JOSEPH J. McDONALD, M.S., M.Sc.D., M.D., Dean 
of Medical Faculty, American University of Beirut, 
Beirut, Lebanon. Lange Medical Publishers, Los 
Altos, California. 1958. Ninth Edition. 345 pages. 
Illustrated by Ralph Sweet. Price $4.50. 


Memoirs of a G.P. By OTIS MARSHALL, M.D. Van- 
tage Press, New York. 1958. 155 pages. Price 
$3.50. 


Medical Electrical Equipment. Principles, Installa- 
tion, Operation and Maintenance of Electrical 
Equipment Used in Hospitals and Clinics. Ad- 
visory Editor, Robert E. Molloy, M.D., F.F.A., 
R.C.S. Philosophical Library, Inc., New York. 1958. 
viii-312 pages. With 238 Illustrations. Price $15.00 
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Hello, Hello, Hello, Doc. Amusing Recollections and 
Anecdotes of a Country Physician. By WILLIAM 
W. CLEERE, M.D. Exposition Press, New York. 
165 pages. Price $3.00. 


How to Live with Diabetes. By HENRY DOLGER, 
M.D., Chief, Diabetes Clinic, Mt. Sinai Hospital, 
New York. And BERNARD SEEMAN. W. W. Nor- 
ton & Company, Incorporated, New York. 1958. 
192 pages. Price $3.50. 


Therapeutic Heat. Edited by Sidney Licht, M.D., 
Honorary Member, British Association of Physical 
Medicine, Danish Society of Physical Medicine, 
and the French National Society of Physical Medi- 
cine. Elizabeth Licht, Publisher, New Haven, 
Conn. 1958. xiii-466 pages. Price $12.00. 


This text is a complete review of the physics and 
physiology of heat, and application of this funda- 
mental information to clinical medicine. 


Twenty- 
three authors contributed to the twenty chapters deal- 


ing with physics, methods of production, measure- 
ments, thermal injuries, clinical applications, and 
medicolegal aspects of heat. 

One of the outstanding chapters of the book is 
the discussion of the physiology of heat and cold by 
Drs. Ernst Fischer and Sidney Solomon of the Med- 
ical College of Virginia. 

Although terminology, semantics, and repetition 
are problems in the structure of the material pre- 
sented, the text represents a sound step forward in 
closing the gap between scientific knowledge and 
empiric clinical medicine. This is an excellent source 
book for thoroughly documented information on the 
therapeutic use of heat. 

Hersert W. Park, M.D. 


Chemistry and Biology of Mucopolysaccharides. Ciba 
Foundation Symposium. Editors for the Ciba Foun- 
dation, G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch., and Maeve O'Connor, B.A. Little, Brown, 
and Company, Boston. 1958. xii-323 pages. With 
48 illustrations. Price $8.50. 

The Ciba Symposium on mucopolysaccharides, 
held in London, April 1957, was attended by thirty 
leading specialists in the field. Great Britain, Can- 
ada, Australia, Germany, Sweden, Switzerland and 
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the United States were represented. Seventeen com- 
prehensive papers were presented, followed by exten- 
sive discussions. The reader of this excellent sympo- 
sium will not miss a single piece of important in- 
formation, on the present status of research on muco- 
polysaccharides in biology and medicine. Of special 
interest to the medically oriented reader will be 
Kabat’s paper on immunochemical approaches to 
polysaccharide and mucopolysaccharide structure; 
Morgan’s discussion of mucopolysaccharides asso- 
ciated with blood-group specificity, Winzler’s studies 
on glycoproteins of plasma and Maclagan’s and An- 
derson’s treatise on colloidal properties of urinary 
mucopolysaccharides. 

The purely chemically inclined reader will enjoy 
Stacey’s review of general chemistry of the mucopoly- 
saccharides; Blumberg’s and Ogston’s fine account 
of physicochemical studies on hyaluronic acid, Dorf- 
man’s fascinating contributions on the biosynthesis 
of mucopolysaccharides involving the uridine nucleo- 
tides of Group A streptococci, and Klenk’s survey of 
neuraminic acid (sialic acid). The physiologist and 
pharmacologist alike will benefit from Meier’s con- 
tributions on pharmacological effects of polysac- 
charides which comprise among other information 
an account of the work of Meier and Schuler on the 
lipemia-clearing effect of bacterial lipopolysaccha- 
rides which were found to be some 1,000 times more 
potent than heparin and other “clearing agents” 

The virologist will note with interest Gottschalk’s 
studies (The prosthetic group of some mucoproteins 
and its relationship to influenza virus) on the inter- 
action between influenza virus and certain muco- 
proteins which definitely pinpoint the sialic (neu- 
raminic) acid component as the anchorage between 
virus and host cell membrane. 

The book is recommended for the desk of the 
researchminded clinician as well as for reference and 
inspiration in the laboratory. 

OLE J. Maio, M.D. 
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President's Message .... 


FEEL it is fitting that this final message from me as your President should contain 


my sincere thanks for the excellent cooperation I have received this year. Many 
of the committees have been called on for a good deal of work and have responded 


willingly. Some committees have not had to be active, yet I am sure they would have 


answered a call if the need arose. I have had to ask for assistance and advice from 
quite a few individual members from time to time, and almost without exception they 
have come through in a manner that was highly gratifying. The other officers, the 
members of Council, our A.M.A. and State Delegates have all shown themselves to 
be worthy of your confidence. I am indebted most of all to Bob Howard, Ed Smith, 
Spencer Watkins and Joann Tobin and the part-time assistants in the headquarters 
of our Society at Richmond. These loyal people keep our organization going, tie all 
the loose ends together, do the leg work for the officers and committees, and give us the 
foundation on which we build our structure. We would be in a sorry plight without 
them. 


It seems to me we have accomplished quite a good deal this year. There is not suffi- 


cient room here to enumerate all the forward moves we have made. These will appear 
in the Committee reports, I am sure. As important as these steps are, however, I believe 
they are only stepping stones to the future and should be considered as such. Our prob- 
lems are developing thick and fast. It is difficult for our officers and Council to keep 
abreast of them and to actually come up with answers as rapidly as needed. It isn't 
until one has served in this capacity that he realizes how many facets the organization 
has, -how many problems affect us now and will affect us in the future, and how much 


thought should go into obtaining adequate answers to these problems. 


With these ideas in mind I have one request to make of the membership. Our So- 
ciety has many able men in its ranks. The officers whom you elect in future years 
should be carefully considered. Your presidents should be men who have demonstrated 
an ability to think and to act. A good knowledge of the workings of the Society is 
necessary. Reasonable conservatism helps. Time to devote to the job is an absolute 
requirement. His town of origin, his age, his politica] affiliation and numerous other 


qualifications should not stand in the way if he is well fitted for the position. 


With this word of advice, and with sincere appreciation to the membership for their 
kind and generous assistance during the past year, I step aside and turn over this 


page to your new President, Dr. Walter Adams, to whom I give my wholehearted 


support. 
NWCA Ec Eau 


President 
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Editorial.... 


Medicare (Continued) 


HE CIVILIAN MEDICARE PROGRAM which brought 90 members of the 


House of Delegates to Richmond on April 13 for the first special meeting of this 


body in the history of The Medical Society of Virginia has again become a bone of 
contention but this time on the national level. A brief account of the action taken in 
Washington appeared under “Current Currents’’ in the September issue of the Virginia 
Medical Monthly. 


Several weeks ago the House of Representatives proposed that the civilian program 
which costs approximately $100 million during the past year should be cut to $60 
million and directed the Defense Department not to exceed that figure. When the bill 
reached the upper house, Senator Knowland of California aided by Dr. W. J. Kennard 
of the Washington office of the A.M.A. was successful in having the ceiling raised to 
$70.2 million. The Defense Department will attempt to keep the cost within the appro- 


priation but it now appears some latitude will be permitted. 


Just how much this 30% reduction will cripple Medicare remains to be seen. Some 
services that were authorized in civilian hospitals and by civilian physicians have 
been eliminated. These include well-baby care, out-patient services for fractures and 
dislocation, etc. Many dependents who received care outside the military will now 
be required to go to service hospitals. Of interest to physicians in Northern Virginia 


will be a central clearing office in Washington, D. C., to determine what military 


facilities are available in that area. 


A dependent who lives with a serviceman must use military facilities unless the mili- 
tary authorities certify that service care is not available. This restriction will not 
apply if the dependent does not live with the sponsor. In obstetrical cases a dependent 
who does not live with the serviceman will continue to have freedom of choice. If the 
dependent lives with the sponsor, new patients and those in the first trimester of preg- 
nancy must use service facilities if available. If the pregnancy has advanced to the 
second or third trimester and if the dependent is receiving civilian care on October 1, 
a change to military facilities will not be required. If, for any reason, a change in 


doctors is made, military facilities must then be used if available. 


The new regulations also discontinue all services “not clearly specified in the law”. 


These discontinued services include medical care usually renderd on an out-patient 


basis, acute emotional disorders, and elective surgery. Emergency care may be ob- 


tained from civilian sources without prior authorization, as in the past. 


This is the situation at present and it will of necessity continue on this basis until 
Congress re-convenes next January. What change, if any, is made at that time will 


depend largely on how voluble the protests become in the meantime. 


H. J. W. 
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News Notes .... 


New Members. 

The following new members have been admitted 
into The Medical Society since the list published in 
the September issue of the Monthly: 

Thomas Walter Caldroney, M.D., Newport News 

Nathan Norman Cohen, M.D., Hampton 

Edwin Wayne Hakala, M.D., Richmond 

Fitzhugh Mayo, M.D., Virginia Beach 

Manuel Ross, M.D., Clifton Forge 

Frank Eugene Taylor, M.D., Roanoke 

Harry Robert Yates, Jr., M.D., Roanoke 

Gordon Anthony Zimmerman, M.D., Falls Church 


We've Moved at Last! 
This is the first issue of the Monthly to go out 
The offices 


were moved on September 26th—we’ve in but not 


from the new headquarters building. 


quite settled. However, everything will be in readi- 
ness for the annual meeting and the staff will have 
their faces washed and everything spic and span for 
the open house on October 12th. The Building will 
be open during the entire meeting and it is hoped 
everyone will take this opportunity to come by and 
inspect the building. It’s your building and we hope 
you will be as proud of it as are the staff and officers. 
For those of you who are not able to be in Rich- 
mond for the annual meeting, we plan to publish 
some pictures of the exterior and interior of the new 
building in a very early issue of the Monthly. 


Dr. Walter E. Vest, 

Huntington, W. Va., who has served as one of the 
two AMA Delegates from West Virginia since 1934, 
will retire after the Clinical Meeting in December. 
He has not missed a roll call during his tenure of 
office and recently attend his 40th consecutive annual 
meeting of the West Virginia State Medical Asso- 
ciation. Dr. Vest is also a member of The Medical 
Society of Virginia, having joined in 1909. 


Washington County Medical Society. 

New officers for this Society are: President, Dr. 
S. E. Miller, Abingdon; vice-president, Dr. H. M. 
Hayter, Abingdon; and secretary-treasurer, Dr. J. 
M. Suter, Bristol. 

The Washington County Medical Society meets 
monthly from September through June on the first 
Tuesday of each month at 6:00 P.M., at the Martha 
Washington Inn, Abingdon. All physicians are cor- 
dially invited to attend any of the meetings. 
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New Information Service. 

An information service unique to the Southeast 
is being launched for physicians in North Carolina, 
South Carolina and Virginia. The service will fea- 
ture a monthly booklet, entitled “What Goes On”, 
which will list all medical meetings, special lectures, 
post-graduate courses and other events of interest in 
the three-state area. Distribution will be free to prac- 
ticing physicians and medical faculty members. 

The booklet will be prepared by the Duke Univer- 
sity Medical Center in cooperation with medical 
societies and schools in the three states. Financial 
sponsorship will come from the Lederle Laboratories 
Division of the American Cyanamid Company. The 
first issue is tentatively scheduled for November. 
Dr. Harry C. Bates, Jr., 

Arlington, has been named a member of the atomic 
energy study committee of the Virginia Advisory 
Legislative Council. 

Medical Seminar for Lawyers. 

The Department of Legal Medicine, Medical Col- 
lege of Virginia, and the Virginia State Bar announce 
that their two-day Medical Seminar for Lawyers 
dealing with personal injury problems resulting from 
trauma, particularly automobile accidents, will be 
conducted on October 17 and 18, at the Medical Col- 
lege of Virginia. The seminar will be limited to 
100 attorneys. 

The program is designed to increase the proficiency 
of lawyers handling litigation in which medical 
testimony is involved. The first day will be devoted 
to the basic principles of medicine and the second 
day the common injuries which most frequently ap- 
pear in litigation will be discussed. 

A staff of over 25 physicians representing all the 
medical disciplines will conduct the course. 

For further information, write to Thomas D. Jor- 
dan, Medical Seminar for Lawyers, P. O. Box 41, 
MCV Station, Medical College of Virginia, Rich- 
mond 19, Virginia. 

Dr. Edward M. Holmes, Jr., 

Richmond, has been assigned to the Technical 
Mission Branch of the International Corporation 
Administration in New Delhi, India. He will serve 
as consultant to the All India Institute of Medical 
Sciences and as loan professor of preventive medi- 
cine for the next two years. During this period he 
will be on leave of absence from the Medical College 
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of Virginia where he is professor of Community 
medicine. 
Dr. Fletcher D. Woodward, 

Charlottesville, has been awarded the Allstate 
Safety Crusade certificate of commendation for his 
outstanding leadership in traffic safety. The cer- 
tificate is given by the Allstate Insurance Companies 
to carefully selected individuals and groups across 
the country for outstanding accident prevention 
efforts. 


International College of Surgeons. 

The mid-Atlantic section of the College will hold 
its annual meeting at the Homestead, Hot Springs, 
November 16-18. The medical profession is cordially 
invited to attend. 


Dr. Frederick A. Clark 

Has been appointed as Director of Public Health 
of the City of Richmond. He has been acting in 
this post since September of last year. Dr. Clark 
is a graduate of the Indiana School of Medicine. 
After his graduation he served with the U. S. Navy 
until 1956 when he came to Richmond and served 
as chief of the Bureau of Preventive Medical Serv- 


ices. 


American Urological Association. 

The sixteenth annual meeting of the Mid-Atlantic 
Section of the American Urological Association with 
headquarters at the Jefferson Hotel was in session 
on October 1-4 in this city with Dr. R. Carl Bunts 
of Richmond, Virginia, presiding. This important 
meeting was attended by urological surgeons of the 
Mid-Atlantic States. 

Recent advances in diagnosis, treatment and sur- 
gical techniques relating to kidney disease and of 
the urinary organs were discussed and demonstrated 
as well as topics of research in this field. 

Prominent guests who addressed the Association 
included Dr. Adolph A. Kutzmann, president of the 
American Urological Association, from Los Angeles, 
California; Dr. John L. Emmett, Rochester, Min- 
nesota; and Dr. William J. Baker of Chicago, Ili- 
nois. 

Dr. R. Carl Bunts was succeeded as president of 
the Mid-Atlantic Section by Dr. Charles A. Hoffman 
of Huntington, West Virginia. 

Local members of the Association who served as 
hosts for the meeting included Drs. Austin I. Dod- 
son, T. B. Washington, Charles M. Nelson, Frank 
Pole, Austin I. Dodson, Jr., J. Edward Hill, Gar- 
nett Link, Lewis W. Holladay, and William Russell 
Jones, Jr. 
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The Virginia Society for Pathology 

And Middle Eastern Region College of American 
Pathologists will hold a joint meeting at the Hotel 
John Marshall, Richmond, December 5-6. The pro- 
gram will be a symposium and slide seminar on 
pathology and applied cytology of the Lower Res- 
piratory Tract. Speakers will be Dr. Leopold G. Koss, 
Memorial Hospital, New York; Dr. Lewis B. Wool- 
ner, Mayo Clinic, Rochester; Dr. James W. Reagan, 
Western Reserve University, Cleveland. 

Further information may be obtained from Dr. 
George J. Carroll, Secretary, Virginia Society for 
Pathology, Louise Obici Memorial Hospital, Suf- 


folk. 


Dr. L. A. Micou, 
Buena Vista, announces the association of Dr. 
Dirk Enthoven in the practice of medicine. 


Dr. Hiram W. Davis, 

Commissioner of the Virginia Department of Men- 
tal Hygiene and Hospitals, Richmond, has been 
elected to the executive committee of the Southern 
Regional Council on Mental Health Training and 


Research. 


Dr. B. Noland Carter, II, 

Completed his residency at the Cincinnati General 
Hospital on August 31st and has returned to Rich- 
mond where he is associated with Dr. Harry J. 
Warthen in the practice of surgery and gynecology. 


The Southeastern Allergy Association 

Will hold its annual meeting on October 31st and 
November Ist at the Heart of Atlanta Motel. All 
persons interested are cordially invited to attend. 
Further information may be obtained from the sec- 
retary, Dr. Katharine Baylis MacInnis, 818 Albion 
Road, Columbia, South Carolina. 


Doctor’s Suite Available. 

Crestview Shopping Center in Richmond. May 
share secretarial help and waiting room with dentist 
in adjoining suite. Phone ATlantic 8-2388, Rich- 


mond. (Adv.) 


Wanted. 

A pediatrician for the Lebanon General Hospital, 
Inc., Lebanon, Virginia. 

A surgeon for the Clinchfield Hospital, Dante, 
Virginia. 


A general practitioner for Dante, Virginia. 
For information, contact Dr. W. C. Elliott, Leb- 
anon, Virginia. (Adv.) 
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Internist Wanted. 

Residency completed, for well established Virginia 
group. Associated excellent hospital. Partnership 
after one year. No stock to buy, no home calls; vaca- 
tion, study and sick benefits. Send full information 
first letter. Apply Box #500, care Virginia Medical 
Monthly, 4205 Dover Road, Richmond 21, Virginia. 
( Adv.) 


For Sale. 
Office and equipment and/or home of Dr. W. H. 


Malan, Dublin, Virginia. Good terms. Excellent 


Obituaries .... 


Dr. Bernard Hewitt Kyle, 

Prominent orthopedist of Lynchburg, died August 
22nd, having been in ill health from a heart attack 
suffered on July 11th. He was seventy-one years of 
age and graduated from the Medical College of Vir- 
ginia in 1911. Dr. Kyle had lived in Lynchburg 
since 1914 and began the practice of orthopedics in 
1922. He retired from active practice in 1957. Dr. 
Kyle was in active service during World War I and 
was with the famous 12th Field Artillery, Second 
Division, which defeated the Prussian Guard in Bel- 
leau Wood. He was twice decorated by the French 
government and cited in numerous U. S. Army divi- 
sion orders. During World War II, he was director 
of the affiliated unit of local hospitals and chief of 
the medical emergency set-up. 

Dr. Kyle was a past president of the Lynchburg 
Academy of Medicine. He has been a member of 
The Medical Society of Virginia since 1913. 

His wife and a daughter survive him. 

The following resolutions were adopted by the 
Lynchburg Academy of Medicine: 


Wuereas, Almighty God in His Infinite Wisdom didst 
remove from our midst our loyal friend and co-worker in 
the Art of Healing, Bernard H. Kyle, M.D., August 22, 
1958. The Lynchburg Acadamy of Medicine requests that 
the following resolutions be spread upon the minutes of its 
meeting and that a copy be sent to his family and to the 
Virginia Medical Monthly. 

Be It THEREFORE RESOLVED, That the Lynchburg Acad- 
emy of Medicine, The Surounding Community, The City 
of Lynchburg, The Medical Society of Virginia, and his 
Friends, have lost a valuable member of strong character, 


opportunity for young physician to take over this 
practice. Reply to Dr. W. H. Malan, 420 LeHigh 
St., Lake City, Florida. (Adv.) 


House Physician Wanted 

For 150 bed general hospital located in delightful 
area of Virginia. Congenial staff, excellent general 
practice residency, excellent salary, full maintenance, 
fringe benefits. Full particulars first letter. Per- 
sonal interview mandatory. Write #525, care the 
Virginia Medical Monthly, 4205 Dover Road, Rich- 
mond, Virginia. (Adv.) 


evidenced by his high ideals, devotion to duty, and his 
strict moral and ethical standards. 

Be Ir FurtHer Known, That during his professional 
career he rendered valuable services to the physicians, 
patients and hospitals of this community. 


He was a pioneer in this community in his specialty as 
an orthopedic surgeon, and was largely responsible for 
raising this specialty to its present high level. 

He also rendered distinguished services to his Country 
in activé combat with the Second Division during World 
War I, receiving several decorations. And in World War 
II, he took an active part in this community rendering 
valuable services. 

Be Ir FurtTHer Reso_vep, That we, the members of the 
Lynchburg Academy of Medicine, miss him deeply, and 
extend to his wife, child, and family, our sincere and 
deepest sympathy, but that we feel that Divine Providence 
has supervened and taken unto Itself our beloved friend 
and co-worker. 

It is with sadness in our hearts that this committee 
hereby presents these resolutions to the 
Academy of Medicine for its approval. 

James R. Gorman, M.D. 
S. H. RosenTHAL, M.D. 
T. Pucn, M.D. 


Lynchburg 


Dr. Alexander McLeod, 
Well known physician of Glen Allen, died Sep- 
tember 2nd. He was a native of Alabama and a 
graduate of the former Baltimore Medical School in 
1913. Dr. McLeod had been a general practitioner 
in the Glen Allen community for more than forty 
years. He served in the Army Medical Corps, with 
the rank of Captain, during World War I. He was 
a Mason and had been a member of The Medical 
Society of Virginia thirty-three years. 
His wife, three sons and a daughter survive him. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES _— M.D. 
MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. W. H. COX, M.D 
>. ROBERT MASSIE, JR., M.D. 
ARRIS SEPH W. COXE III, M.D. 
JOHN B. CATLETT, M.D. Brenchessepy 
ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 
JOHN BELL WILLIAMS, D.D.S. 
Orthopedic Surgery Roentgenology 
JAMES T. TUCKER, M.D. Urology JESSE N. CLORE, JR., M.D. 
BEVERLEY B. CLARY, M.D. AUSTIN I. DODSON, M.D. STUART J. EISENBERG, M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. Pathology 
J. H. SCHERER, M.D. 
Ophthalmology, Otolaryngology Pediatrics JOHN L. THORNTON, M.D. 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 4 


thesi 
Treasurer: RICHARD J. JONES, BS., C.P.A. Anesthesiology 


HETH OWEN, JR. MD. 
‘ WILLIAM B.' MO D. 
Free Parking for Patrons BEVERLY JONES, M.D. 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsrey, M.D. DoucLas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 


Austin I. Dopson, Jr., M.D. F, mer S. Ropertson, M.D. 
Urology James T. GIANOULIs, M.D. Internal Medicine 


General Surgery and Gynecology 
J. Epwarp Hitt, M.D. T. E. STANLEY, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


EsTABLISHED 1916 


Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Wm. Ray GriFFin, Jr., M.D. Mark A. GrirFIN, Sr., M.D. 
Rospert A. GriFFIn, JRr., M.D. Mark A. GrirFFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, AsHevitte, N. C. 
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THE 


KEELEY 
INSTITUTE 


447 W. Weshington St. 
GREENSBORO, 
NORTH CAROLINA 


Qut-Patient Clinic 
And Hospital For Rehabilitation OF 


ALCOHOLIC 


R. H, Dovenmuehle, MD: Consultant in Psychiatry 

In-patients are accepted in state of acute 
oholism. No waiting period required. 


The FOR EXCEPTIONAL 
CHILDREN 


Year round private 


Thompson 
home and school for 


Homestead infants, children and 
adults on pleasant 250 
School 


acre farm near Char- 
lottesville. 
Write for booklet. 


Mrs. J. Bascom Tuompson, Principal 


VIRGINIA 


FREE UNION 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, December 3, 
1958. The examinations will be held in the same 
hotel December 4-6, 1958, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 
office on or before November 10, 1958. The Sec- 
retary of the Board is Dr. K. D. Graves, 631 
First Street, S. W., Roanoke, Virginia. 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


anatoriun 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both maie and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS 
Dr. GEORGE S. FULTZ, JR. 


Dr. JAMES ASA SHIELD 
Dr. AMELIA G. Woop 


Dr. WEIR M. TUCKER 
Dr. ROBERT K. WILLIAMS 


“Understanding Care” e = — 


? Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


Fp Each Guest Under Care of His Own Doctor. Inspection 


Invited 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- 


baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-211] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. | 9 minutes from any Local Hospital. 


Write or Phone 


Bemard Manion, Adm. TERRACE HILL NURSING HOME 19, vs: 


Richmond 19, Va. 


@ Kidde ATMO Fire Detection System Equippede 


VirGINIA MepicaL MoNTHLY 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, 


STAFF 
James P. King. M.D., Director 
James K. Morrow, M.D Clara K. Dickinson, M.D James L. Chitwood, M.D. 


Thomas E. Painter, M.D Daniel D. Chiles. M.D. Medical Consultant 


AFFILIATED CLINICS 
linical cho 
Bluefield Mental Health Center Beckley Mental Health Center 
Artie L. Stur iy Ph.D. 525 Bland St., Bluefield, W. Va 207% McCreery St. 
= ae David M. Wayne, M.D Beckley, W. Va. 
Don Phillips, Administrator W. E. Wilkinson, M.D. 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbHAoM B. Blanton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 
Dr. Elbyrne G. Gill 

Dr. Houston L. Bell 
Dr. Ronald B. Harris 


RESIDENT STAFF 
Dr. D. K. Harmon 
Dr. P. J. Starr 
Dr. J. R. Van Arsdall 
Dr. C. B. Foster 


Doris L. Janes, B. S., O. D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 
For further information, address 


BOX 1789, ROANOKE, VIRGINIA 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MAnrrep Catt, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris Pinckney, M.D. CuHar.es R. Rosins, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. RicHarp A. Micnavux, M.D. 
WynpHam B. Branton, Jr, M.D. CARRINGTON WILLIAMS, Jr., M.D. 
FRANK M. Branton, M.D. Urological Surgery: 
Joun W. Powe tt, M.D. FRANK Powe, M.D. 
Obstetrics and Gynecology: Oral Surgery: 
Wma. Durwoop Succes, M.D. Guy R. Harrison, D.D.S. 
Spotswoop Rosins, M.D. Plastic Surgery: 
Davin C. Forrest, M.D. Hunter S. Jackson, M.D. 
Orthopedics: Roentgenology and Radiology: 
Beverey B. Crary, M.D. Frep M. Hopces, M.D. 
James B. Darton, Jr., M.D. L. O. Sneap, M.D. 
Pediatrics: Hunter B. FriscHKorN, Jr., M.D. 
P. Mancum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roperts, M.D. 
W. L. Mason, M.D. Physiotherapy: 
Anesthesiology: Miss ETHELEEN DALTON 
B. Moncure, M.D. Director: 
Hetu Owen, Jr., M.D. Cuartes C. Houcu 


85, OcToBEeR, 1958 


? 
S CR 
BUSINESS MANA 


Both CENTRAL 


iussive Effect — mild, dependabie 
gestion — prompt, prolonged teo-SynephrineS hydrochloride... 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone Mi 3-0340 


50 


Thenfadii@ 
Bitartrate 
Potassium gualacel sulfonate 
Ammonium chloride 
Menthol 
Chloroform 
Aicohol 
Bottles of 16 fi. oz, 


4ERE IS A SAINT PAUL AGENT IN YOUR 


OMMUNITY AS CLOSE AS YOUR PHONE 


VircIntiA MepicaL MONTHLY 


we 
th 
| and PERIPHERAL 
ANTITUSSIVE DECONGESTANT ANTIHISTAMINIC 
Cent 
5.0: mg. 
an, for your complete insurance 
PROFESSIONAL 
HOME OFFICE: ‘EST FIFTH ST., ST. PAUL, AINN. 


5 


WEIGHT REDUCTION: Obese patients may resist dieting because they fear Ip$ing the tiorjal security often involved in overeating. amear helps 
them hold the diet line by giving them a more alert, brightér outlook. |\witHouT uprers: Methamphetamine, a potent cns augmenter, pro- 
duces less cardiovascular effect than amphetamine. |In AMBAR it is combined with just enough phenobarbital|to prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite su jon in one controlled, release, xtended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR ae fo conventianal dosage jor intermittent therapy contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (1/4 gr.) 21.6 mg. A. H. ROBI S COMPANY, INC. IT! irginia, Ethical Pharmaceuticals of Merit Since 1878 


WEIGHT REDUCTION WITHOUT JI TERS AMBAR | 


methamphetamine and phenobarDita! 


| | | 
| 
| 
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SIGN OF GOOD TASTE 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


1!-13 15 North Fourteenth Street RICHMOND, VIRGINIA 
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At All 
DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


PATTERSONS 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Lynchburg, Va. Martinsville, Va. 
Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 


, Ocroser, 1958 


Whenever 

the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 


protective quantities of 
>, potassium, in a palatable and 
«, readily assimilated form. 


Debilitating 
gastrointestinal 
conditions 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


| 
ta’ 
| 
| 
- WRT 
Be Sj 
we 
| 
A 
¥, 
| = Adolescence 
| » 
z 
> 
( 
| 
Jpfanc diarrhea 
\ 
*\ 
| 
ii 


CHRONIC 


INFECTIOUS. 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


~VARIDAS 


STREPTOKINASE-STREPTODORNASE LEDERUM 
*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, 2 Division of awenican CYANAMID COMPANY, 


Pear! River. New York 


DERMATITIS? 


For the 
Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 


in very special casés 
a very superior brandy... 


specify 
kkk 


HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 
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Relieve moderate or severe pain Sumbols 
Reduce fever OF 


Alleviate the general malaise of 
upper respiratory infections 


gr. 


maximum codeine analgesia /optimum antipyretic action 


gr. % 


"Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ees moderate to severe pain eomplicated by ion, anxiety and restlessness. 


Codeine Phosphate ... te 


Aspirin Acetylsalicylic Acid) we OF, 3% 


Codeine Phosphate 
Phenobarbital ...... 
Acetophenetidin 


Aspirin ( Acetylsalicylic Acid), 


...frem pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 
Acetophenetidin 92% 


Aspirin (Acetylsalicylic Acid). ...... gr. 3% 


,..from mild pain complicated by tension and restlessness. 


® 
Acetophenetidin 9.2% 
Aspirin ( Acetylsaliecylic Acid) ....... gr. 3% 


“Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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PRONOUNCED TAY-O 


Capsules / Oral Suspensian | 


designed 


| effective 


control of 
common 
positive 


7 


H+ 


CLINICAL all Staph 
RESULTS aduits children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were 
aureus and Staph. albus. Tao has its grea 

usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemorhilus influenzae. 


Per cent of “antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chioramphenicol.! 


© 
23 
‘Ao 

aE chioramphenicol 

2° 
| | | penicillin 


Gastrointestinal — 


REACTIONS: 

(a) aduits (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 
Skin rash —1.4% Skin rash —none 
{3 out of 217) Gastrointestinal — 


0.6% (1 out of 167} 


@ NEW YORK 17,6. 


7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually miid and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
+ outstanding palatability in a liquid preparation 


josage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, inc., 1958, p. 476. 
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* 
PENETRATES 


SOFTENS FECES 


ADDS FORMED BULK 


EASES EVACUATION 


*Unique encapsulation of 
millions of minute oii 
globules by Irish moss 
assures complete pene- 
trant diffusion in stools. 


IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS (patch) 


PROVEN SAFE...EFFECTIVE - IN PREGNANCY - IN 
CHILDHOOD + IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 
for the average patient 

KONDREMUL (Plain) 

containing 55% mineral oil. Bottles of 1 pint. 
for more hypotonic cases 

KONDREMUL WITH CASCARA 


0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 
Bottles of 14 fl.oz. 


for more resistant constipation 

KONDREMUL WITH PHENOLPHTALEIN 

0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 
Bottles of 1 pint. 


THE E. L. PATCH COMPANY stonen 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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MEDIA 

FRACTURED 
TIBIA? 


IN THE MANAGEMENT OF 
URINARY TRACT INFECTIONS 
YOU CAN BE SURE WITH @ 


SUROMATE 


(patch) 


NEW TRIPLE SULFA WITH THE DOUBLE PLUS 


EACH TABLET CONTAINS 


Superior, broad-spectrum an- 


Sulfadiazine 100 mg. tisepsis. Highly soluble, rap- 
100 ™g. idly absorbed, maintains high 
Sulfacetamide 100 mg. &-U. concentrations. Effective 


in lowdosagewith minimal risk 

of crystalluria, sensitization, 

+ Ext. Hyoscyamus 5.75 mg. resistance or superinfection. 

(alkaloids 0.155% Prompt antispasmodic and 

+ Potassium citrate... 200mg. anti-irritant relief of pain and 

urgency. 

Diuresis and alkalization to 

SUPPLIED: Bottles enhance sulfonamide solubil- 
of 100 tablets. ity and safety. 


THE E. L. PATCH COMPANY 


Stoneham, Massachusetts 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDASE: 


STREPTOKINASE-STREPTODORNASE LECERLE 


*Reg U.S 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Von. 85, October, 1958 
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Aspiri 200 mg. (3 grai 

Phenacetin 130 me 1 or 2 tablets. 
affeine mg. (1/2 grain 

Demerol hydrochloride. 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


‘Pavatrine 


125 mg. 


with | Phenobarbital 
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are physicians 


The medicine men of old and 
their mystical remedies have just about 
One of a Series of Newspaper Ads disappeared. Today, medical science knows 


A 7 the causes of most illnesses and has developed 
Directed to Your Patients medicines and treatments for their cure. 


and Our Customers... Occasionally, however, when you’re ill, you may 


RVICE 


DRUG STORES 


Inc 


get voodoo-medicine advice from self-appointed 
medicine men. If you do. . . disregard it. 

Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 
of today’s modern drugs, entrust his 

prescription to Peoples for quick accurate service 
priced with uniform economy. 


\ Bring Your Next Prescription to Peoples 


‘PEOPLES Certified 
|PRESCRIPTIONS 


Vor. $5, OcToper, 1958 


Not all medicine men 
ms 
‘ 
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& AT ALL PEOPLES SERVICE DRUG STORES 


(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“ _. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. "DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL" (chlorothiazide); 
bottles of 100 and 1,000. 


DiuRit is a trade-mark of Merck & Co., Ine; 


MERCK SHARP & DOHME Division of MERCK & CO. Inc., Philadelphia 1, Pa. &P 
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(EDEMA) 
quickly 
Distress 


—— 


Distention 
Discomfort 


ANY INDICATION FOR DIURESIS IS AN INDICATION / \ FOR "DIURIL' 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


proven 
safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.””* 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 
Supplied: Bottles of 50 tablets. 


Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 58-A 
1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N. J. 


mare 


VircIniA MepicaL MontTHLY 


‘ 
° 
| 
62 


all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


..-an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 
tolerated APAP 


...the prompt and prolonged activity of timed-release 
medication 


Each Tussacesic Tablet contains: 


(phenylpropanolamine HCl .. . . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) To reduce upper respiratory congestion and irritating 
Dormethan (brand of dextro- ee, 
methorphan HBr) ... . . . 30mg. For non-narcotic control of the cough reflex. 
Terpin hydrate ..... . . .180mg. To augment demulcent respiratory secretions. 
APAP (N-acetyl-para-aminophenol) .325 mg. For specific, highly effective antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold 


first—3 to 4 hours of 
symptoms in minutes, lasting for hours. 


relief from the 
Dosage: One tablet in the morning, mid- 
afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. 


outer layer 


then —3 to 4 more hours 
of relief from 
the inner core 


Also available—for those who prefer 


palatable liquid medication— Tussagesic suspension 


SMITH-DORSEY + a division of The Wander Company «+ Lincoln, Nebraska + Peterborough, Canada 
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now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


ve tibiotic - anesthetic —analgesic troches 


mQ)o MERCK SHARP & DOHME 


RCK .. Inc., PHILADELPHIA 1, PA. 
Dosage: Three to 5 troches daily for 3 to 5 days. 
Supplied : In vials of 12. 


PENTAZETS is a trademark of Merck & Co., Inc. ° 
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Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with. . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references 


1 Gereble, Bg. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazi New England J. Med. 
2 Editorial New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Lederie } 
*Reg. U.S. Pat, Off. _— 
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NOW! THE SHEER ALL-NYLON STOCKING 
THAT SUPPORTS WITHOUT USING RUBBER! 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


Ke KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. ¥. Sold in Canada, 
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Milprem-200 


a new potency for 
greater dosage flexibility 


SUPPLIED: Bottles of 60 tablets. 


posaGE: One tablet t.i.d. in 21-day courses 

with one week rest periods. 

Should be adjusted to individual requirements. 
ALSO AVAILABLE: Milprem-400(400 mg. 

Miltown + 0.4 mg. Conjugated Estrogens, equine) 
in bottles of 60 tablets. 

Literature and samples on request 


® 
WwW) WALLACE LABORATORIES, New Brunswick, N. J. 


in treating the menopause 


new 


200 mg. MILTOWN® 

0.4 mg. CONJUGATED 

ESTROGENS (EQUINE) 


for prompt 
relief 

from 
emotional 
and somatic 
disturbances 

of ovarian decline 


7614-108 


A 
— : 
rem-200 
la 


Faster rehabilitation 


Joint inflammation and i] Pp 

are the two elements most responsibie 
for disability in rneumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthritic agent. 


MEPROLONE -2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or mild, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tabiets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100) 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). ME PROLONE-5—5.0O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. gried 
aluminum hydroxide gel (botties of 30). 


Because muscies move join... 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 


im 
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THE FIRST MEPROBAMATE-PREONISOLONE THERAPY 


MEPROLONE Is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint intlammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 


Rheumatoid Arthritis | 
multiple compressed tablets 
~ 
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ANSWERING DOCTORS’ QUESTIONS... 
about the SANBORN Model 300 Visette electrocardiograph 


The text and pictures in this new 12-page booklet tell the story 
of the Sanborn Visette ECG in a unique way: as answers to 
actual questions asked by hundreds of doctors — at medical con- 
ventions, in correspondence, in conversations with Sanborn 
people. Many of these questions are probably ones you might 
also ask, to get a clear picture of just how a Visette might fit 
into your own practice and diagnostic procedures. Here are 
facts you can use, presented from the doctor’s point of view. 


On simplicity and ease of Visette operation, for example, the 
booklet pictures and describes such features as automatic stylus 
stabilization, as leads are switched; pushbutton grounding; 
automatic shut-off when the cover is closed; quick, jam-proof 
paper loading, in seconds. And graphic proof of true portability 
— that allows you to take a Visette on any call — is dramati- 
cally illustrated by the Visette’s 18 pound weight and “brief 
case’ size. Your nurse or technician can carry a Visette as 
easily as a portable typewriter, and this modern ’cardiograph 
takes the same space on her desk as a letterhead! 


Your colleagues’ questions — answered by those who designed 
and built this first truly portable ECG — can have special 
value to you. Send for your copy of this useful booklet now. 
And when you would like a Visette demonstration in your own 
office, or details of the no-obligation, 15-day Trial Plan, call 
the Sanborn representative in your area. 


The fomilior Mode! 51 Viso Cardiette— in Ss A N B @] R N Cc Oo M P A N Vv 
use today throughout the world — is avail- 


able os olwoys. This lorger, heavier (34 Ib.) MEDICAL DIVISION 


instrument is the ‘office stondord” in thou- 175 WYMAN STREET, WALTHAM 54, MASS. 
sonds of practices. Price $785 delivered. 


Betruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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the bronchial tree 
has too much’ bark” 


make cough MORE PRODUCTIVE, 
LESS DESTRUCTIVE 


“Significantly superior’? cough therapy for “‘markedly’’ 
reducing the severity and frequency of coughing,’ for 
increasing respiratory tract fluid,! for making sputum 
easier to raise,? and for relieving respiratory discomfort. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 
1, Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Schwartz, 
E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 
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general use... 
in general practice 


fast, effective and long-lasting relief from... 


BURNS -— sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING 


— insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 
on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 
interfere with the healing processes. 


4 Astra Pharmaceutical Products, Inc., 
7 Worcester 6, Mass., U.S.A. 


xY LOCAIN 


(brand of lidocaine*) 


OINTMENT 2.5% & 5% 


U.S. PAT. MO. 2,441,498 MADE I U.S.A. 


IN THE MANAGEMED 
OF DERMATOSES 


Naa 


+ NEW! TARCORTIN LOTION 
 ‘execelient for tesions of head and hands 
plastic squeeze bottles, % oz. 


1. Welsh, A. L., and Ede, M.: J.A.M.A,. 166:158, 1958. 
2. Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 

3. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956. 
4 

6 


. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 


. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
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Hycrocortisone 0.5% and Special Cuai Tar Extract 5% 
CTARBONIS®) in ag eles, stainiess Vanishing cream base 
Hydrocortisone 0.5%. Neomycin 0.35% (as Sulfate) and Specia 
Gat: REED & CARNRICK / Jersey City 6. New Jersey 
72 


control secon 


@ avert the anger 
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significance 
to the 
physician 


is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarving activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


SPRAINED 


SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE 
*Reg U.S. Pat. Off 


“LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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debilitated 
elderly 


diabetics 
YOU TREAT 
INFECTIONS 
IN PATIENTS those on corticoids 


infants, especially prematures 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) s 


ycin plus My 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 
Capeules (250 mg./250,000 u.), bottles 
a 125, ), bore 
ond: 100. TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 on. bottles. Pediatric Drops (100 After seven days After seven days 
me./100,000 u.), 10 ce. dropper bottles, Before therapy of therapy Before therapy of therapy 


eeee 


Squibb Quality— ee 
the Priceless Ingredient a 


Monilial overgrowth (rectal swab) None Scanty Heavy 
Childs, A. J.: British M. J. 1:660 1956. 


Voi. 85, 1958 
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26 oz. makes 1 gal........ 
12 or more, each........... 
80 oz. makes 3 gal........ 
4 or more, each............ 


4 or more, each............. 


DIRECT FACTORY BRANCHES 
BALTIMORE 


3012 Greenmount Ave 


NORFOLK 
218 Flatiron Bldg. * MAdison 5-0561 


RICHMOND 


3425 W. Leigh St. ¢ ELgin 9-5059 


SUPERMIX LIQUIDS 


1 gal. makes 5 gal... 


HOpkins 7-5340 


Make sparkling radiographs... 


order fresh SUPERMIX * TODAY 


STAIN-LESS SPEED 

DEVELOPER REFRESHER FIXER® FIXER 
4.61 
456... 456 3.83 4.15 


*Comes in 1 and 5 qt. only, to make 1 and 5 gal. of solution. 


® Stainless-steel processing tanks are no longer a luxury . . . Ask us 
for details on economical G-E “5-15-5” models. 3 


Your one-stop direct source for the 


FINEST IN X- RAY 


apparatus ...service ... supplies 


ROANOKE 
115 Albemarle St., $.E. Dlamond 3-6209 


WASHINGTON, D.C. 
806 15th St., N.W., © STerling 3-2546 


RESIDENT REPRESENTATIVE 
LYNCHBURG 


M. C. TAYLOR 


2455 Rivermont Ave. ¢ Phone 2-6776 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AucLyN (dihydroxy aluminum aminoacetate) Tablets 


are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY «* Chattanooga 9, Tennessee 


all 


etiology 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycun is a trademark of Merck & Co., Ino, 
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No Tolerance Development 
Lower Incidence of Depression 


just two tablets 


® 


ALSEROXYLON, 2 MG. one tablet suffices 


For gratifying Rauwolfia response 
virtually free from side actions 


‘Riker 


NORTHRIDGE 
CAUFORNIA 


When more potent drugs are needed, prescribe 


Rauwiloid® + Veriloid® 
glseroxylon 1 mg. ond alkovervir 3 mg. 


for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
olseroxylon | mg. ond hexamethonium chloride dihydrate 250 mg. 


in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form, 


i 
ertensives 
be 
more 


nausea and vomiting 


—from virtually any cause 


e in pregnancy— pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 


15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


wut for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 


NEW: Multiple dose vials, —always carry one in your bag 
10 cc. (5 mg./cc.) 


Also available: 


Tablets, 5, 10 and 25 mg., in bottles of 50 and s00. 
Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 


Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S$.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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